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MEDICAL STAFFING IN THE HOSPITAL SERVICE 
REPORT OF JOINT WORKING PARTY 


@ Consultants designated as the only doctors 
who should take full personal responsibility for 
hospital patients, 

@ More consultants needed. 

@ S.H.M.O. and J.H.M.O. grades should be 
discontinued. 

@ Proposed new “ Medical Assistant” grade 
of unlimited tenure of appointment but limited in 
numbers and clearly distinguishable from con- 
sultant grade. 

@ Senior registrar grade should be a training 


grade. 

@ Fully trained senior registrars failing to 
become consultants should be assured permanent 
hospital employment as medical assistants. 


The Joint Working Party on the Medical Staffing 
Structure in the Hospital Service (the “ Platt Com- 
mittee’) was appointed in July, 1958, by the Minister of 
Health and the Secretary of State for Scotland in 
collaboration with the Joint Consultants Committee. Its 


task was to “ study in the light of experience since 1948 . 


and of all other relevant considerations the principles on 
which the medical staffing structure in the hospital 
service should be organized.” The members of the 
Working Party were: Sir Robert Platt, Bt., P.R.C.P. 
(Chairman), Dr. R. R. Bomford, Professor John Bruce, 
P.R.C.S.Ed., Dr. J. D. S. Cameron, P.R.C.P.Ed., 
Professor Sir Andrew Claye, Sir Kenneth Cowan 
(C.M.O., Department of Health for Scotland), Mr. 
Harold C. Edwards, M.S., F.R.C.S., Dr. G. E. Godber 
(C.M.O., Ministry of Health), Mr. Norman W. Graham 
(Under-Secretary, Department of Health for Scotland), 
Dr. T. Rowland Hill, Mr. A. S. Marre (Under-Secretary, 
Ministry of Health), and Mr. T. Holmes Sellors, M.Ch., 
F.R.C.S. The joint secretaries were Mr. N. C. Rowland 
and Dr. D. P. Stevenson. 

We publish below the summary and recommendations 
in the report.* A leading article appears at page 883. 


SUMMARY OF MAIN CONCLUSIONS AND 
RECOMMENDATIONS 

General 

(1) The staffing structure must be based upon 
consultants as being the only doctors in the Hospital 
Service who should take full personal responsibility for 
patients and the medical work required for them 
(paragraphs 28, 30, and 47). 

(2) The structure below the consultant grade must 
provide for: 

(i) Doctors required to assist consultants. 


*Medical Staffing Structure in the Hospital Service, Report of 
the Joint Working Party. London, H.M.S.O, Price 5s. net. 


@ Young doctors should serve longer in 
hospitals and their future career should not suffer 
as a result. 

@ Ideally new entrants to general practice 
should have done two years in hospital posts after 
becoming fully registered. 

@ There should be opportunities for general 
practitioners to serve part-time as medical assis- 
tants and clinical assistants, 

@ Casualty departments should be supervised 
by consultants, 

@ Hospital boards should review staffing in 
light of recommendations and submit proposals 
for additional consultants required and for 
medical assistants. 


[Elliott and Fry 
Sir Robert Platt, Bt., P.R.C.P. 

(ii) Doctors needing postgraduate experience and 
training in hospital as a preparation to their profes- 
sional career (paragraph 29). 

(3) In order that the hospitals’ obligations in providing 
postgraduate experience and training may be fulfilled 
many of the assistants’ posts must be of limited tenure 
(paragraph 31). 
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(4) The structure must have regard to the facts that: 


(i) There will be some doctors who do not succeed 
in obtaining consultant appointments for whose future 
the Hospital Service must provide. 

(ii) General practice depends upon the Hospital 
Service for its new entrants. 

(iii) Suitably qualified general practitioners should 

take part in hospital work (paragraphs 32 and 33). 


Consultants 

(5) A consultant is a doctor chosen by reason of his 
ability, qualifications, training, and experience to take 
full personal responsibility for the investigation and/or 
treatment of patients without supervision in professional 
matters (paragraph 40). 

(6) More consultants are needed (paragraph 41). 

(The report notes that the number of consultants has 
increased from 5,619 to 7,680 between 1950 and 1959— 
that is, by 37%.) 

(7) Consultant responsibility is being excessively or 
inappropriately delegated and is being borne by senior 
hospital medical officers, senior registrars, and members 
of junior grades (paragraphs 41 and 45). 

(8) This situation is due to a variety of factors, many 
of which are listed (paragraph 42). 

(9) A consultant’s responsibility to his patients applies 
to them all continuously (paragraph 47). 

(10) The extent to which duties and responsibilities 
are delegated to doctors below consultant rank, who 
should act as assistants to the consultants, will vary 
between specialties and according to the seniority and 
experience of the assistants (paragraph 47). 

(11) The consultant’s overall and personal responsi- 
bility for his patients continues notwithstanding delega- 
tion (paragraph 47). 

(12) A consultant should devote sufficient time to his 
hospital to enable that responsibility to be discharged : 
in hospitals largely concerned with the treatment of 
acute illness the aim should be for every in-patient to 
be seen by the responsible consultant two or three times 
a week at least (paragraph 47). 

(13) The existing practice of allowing a consultant to 
choose between a contract for whole-time service or one 
for maximum part-time service, subject to the needs of 
the Hospital Service, should continue (paragraph 47). 

(14) When part-time appointments for a small amount 
of service have to be filled they should, where practic- 
able, be absorbed into the duties of existing staff or 
grouped together (paragraph 47). 

(15) A consultant’s duties should be precisely stated 
in his contract (paragraph 47). 

(16) Consultants’ services should be more extensively 
organized on the firm system (paragraphs 48-56). 

(17) In the view of the Working Party’s clinician 
members, as a rough guide in acute units in general 
medicine and general surgery a firm of two whole-time 
or maximum part-time consultants working at a non- 
teaching hospital and assisted by one registrar and two 
housemen might be expected to be able to take respon- 
sibility for 60-80 in-patients with the associated out- 
patient and emergency duties. The number may, 
however, vary widely with local conditions and ‘the type 
of work (paragraph 57). 


Senior Registrars 
(18) The senior registrar grade should be retained 
primarily as a training grade (paragraph 69). 


(19) Four years should continue to be regarded as the 
desirable normal period of training but should not be 
applied as a rigid minimum or maximum (paragraph 70). 

(20) The number of training posts required should be 
reviewed annually by reference to the needs of Great 
Britain as a whole, taking account of (a) prospective 


consultant vacancies, (b) the number of doctors likely ° 


to be in the field of competition for them (paragraph 71). 

(21) Al anspointments committees should include 
representatives both from teaching hospitals and from 
non-teaching hospitals (paragraph 72). 

(22) A report on a senior registrar’s suitability for 
continued training should be made after his first year in 
the grade and a firm decision taken within six months 
thereafter whether he is suitable for retention in the 
grade (paragraph 73). 

(23) Permanent employment should be assured to a 
fully trained senior registrar in an appointment in 
another grade if he does not obtain a consultant post 
(paragraph 74). 

(24) Schemes for rotation between a teaching hospital 
and a non-teaching hospital during the normal four- 
year training period should be further developed, 
particular non-teaching hospitals being designated for 
senior registrar training and their designation being 
periodically reviewed (paragraphs 75-76). 

(25) The fullest extension of rotational schemes may 
sometimes depend on suitable accommodation or 
removal grants being available for the senior registrars 
(paragraph 77). 

(26) Joint advisory regional committees should be 
established in each region of representatives of the 
regional hospital board, the board(s) of governors, and 
the university, to organize and supervise rotational 
schemes and to advise on the suitability of individual 
senior registrars for retention in the grade: the 
committees might also act as a regional centre for 
information about prospects (paragraphs 78-83). 


Registrars and Housemen 

(27) The registrar, senior house officer, house officer 
(fully registered), and house officer (provisionally 
registered) grades need to be retained and should 
continue under their present names (paragraphs 84-89). 

(28) Appointments as registrar, senior house officer, 
and house officer (fully registered) should be for a limited 
period agreed between the employing authority and the 
doctor, within a maximum of one year for the house 
officers and senior house officers, and two years for 
registrars, but an agreed extension of these periods 
should be permissible (paragraphs 90 and 91). 

(29) A candidate for a registrar appointment should 
normally be required to have had 12 months’ continuous 
service as a houseman after full registration, or 
equivalent service (paragraph 91). 

(30) There is a shortage of staff in the junior grades, 
and, but for the service available from doctors from 
overseas mostly here for postgraduate training and 
experience, the staff situation in these grades would be 
critical (paragraphs 93-97). 

(A Table from the report showing the contribution 
to junior. staffing made by doctors from overseas is 
printed at the end of this summary.) 

(31) Quality also is sometimes deficient (paragraph 98). 

(32) The Hospital Service will not secure an adequate 
and efficient staff of fully registered housemen and 
registrars unless reasonable prospects of a good career 
in some branch of medicine are assured to the doctors 
who serve in these capacities (paragraph 100). 


{ 
1 
3 
1 
1 
I 
4 
‘ 
hy . 
1 
4 
1 
{ 
oe 
‘ 
4 
aa 
| 
‘ 


Marcu 25, 1961 


MEDICAL STAFFING IN HOSPITAL SERVICE 


SUPPLEMENT to THE 
101 


MEDICAL JOURNAL 


(33) Integral parts of any solution of the junior staffing 
problem are (a) longer hospital service by young doctors, 
{b) more help by general practitioners, though time will 
be needed for these sources of help to be developed 
{paragraphs 101-112). 

(34) A doctor who continues to work in hospita! after 
becoming fully registered becomes a better doctor: 
ideally new entrants to general practice should have 
spent at least two years in hospital work after becoming 
fully registered, and if this became the regular pattern 
for British graduates a substantial contribution would be 
made to junior hospital staffing (paragraphs 103-107). 

(35) The availability of satisfactory accommodation 
for married as well as unmarried doctors and not 
necessarily limited to doctors holding resident appoint- 
ments will have an important bearing on the readiness 
of doctors to stay longer in the junior hospital grades 
(paragraph 109). 


Senior Hospital Medical Officers 

(36) The senior hospital medical officer grade should 
not continue to be recognized as part of the permanent 
structure (paragraph 121). 


Medical Assistant Grade 

(37) A need exists for a grade of unlimited tenure 
below consultant rank, and clearly distinguishable from 
the consultant grade. It should consist of doctors who 
will work as assistants, and should be open to doctors 
with two or more years’ service as registrars, who have 
worked in hospital for three years or more since full 
tegistration (paragraphs 122-125, 132, and 136). 

(38) Overriding considerations in the establishment of 
such a grade are that: 


(1) A satisfactory standard of consultant staffing is 
provided. 

(2) The number of posts is controlled. 

(3) The grade should supplement, not replace, 
measures to encourage young doctors to stay longer 
in hospital work before going into general practice, 
etc., and to provide more scope for general practi- 
tioners to help in hospitals (paragraph 123). 


(39) The new grade should be known as the Medical 
Assistant grade; the creation of posts in it should be 
subject to the approval of the responsible Minister ; 
appointments to it should be made by regional hospital 
boards and boards of governors in England and Wales 
and by regional hospital boards in Scotland ; vacancies 
should be advertised and filled by competition (except 
where it is a matter of providing a post for a fully 
trained senior registrar who has not proceeded to a 
consultant appointment), but the National Health Service 
(Appointment of Specialists) Regulations should not 
apply ; both whole-time and part-time appointments 
should be permissible ; and members of the grade should 
be recognized as being potential candidates for 
consultant appointments (paragraphs 124-130). 

(40) A relatively long incremental scale of pay would 
seem to be required (paragraph 131). 


Junior Hospital Medical Officers 
(41) The grade should be closed to new appointments 
(paragraph 133). 


The Special Needs of Particular Specialties 
(42) Special needs exist in some specialties for long- 
term appointments below consultant level: the medical 


assistant grade will provide a means of meeting these 
needs in future (paragraph 136). 


(As examples of these specialties the report lists 
paediatrics, geriatrics, venereology, psychiatry, physical 
medicine, ophthalmology, pathology, radiotherapy, and 
casualty work. In paediatrics it is envisaged that in 
some areas where a paediatrician is working single- 
handed medical assistants should hold part-time appoint- 
ments in paediatrics and spend the remainder of their 
time in general practice or local authority health 
services. The report states that the medical staffing of 
casualty departments is “the least satisfactory feature 
of the present hospital staffing system.’ Consultant 
supervision is insufficient or purely nominal. The 
Working Party recommends that one or more consul- 
tants should have specified responsibility for casualty 
work. Medical assistants should be appointed in the 
larger departments.) 


General Practitioners and Hospital Staffing 

(43) The employment of suitably experienced general 
practitioners in part-time hospital appointments as 
medical assistants in which they will make regular daily 
hospital visits for supervising house officers should be 
developed in addition to clinical assistantships at special 
clinics (paragraphs 110-112 and 128). 

(44) Specific recognition should be given in the Terms 
and Conditions of Service of Hospital Medical Staff to 
the employment of general practitioners as part-time 
medical assistants and part-time clinical assistants 
(paragraphs 137 and 142). 


Review and Reorganization 

(45) Hospital boards should, with consultant advice, 
institute a review of the medical staffing of their hos- 
pitals in the light of the principles set out by the 
Working Party and of the recommended changes in 
structure, and submit a report to the responsible Minister 
together with proposals for such additional consultant 
appointments as may be found to be required and for 
posts in the medical assistant grade (paragraphs 
144-145). 

(46) The report should deal with the development of 
the firm system, the reorganization of cogsultant service 
and the development of rotational schemes of training 
for senior registrars, and the establishment of Joint 
Advisory Regional Committees on Senior Registrars 
(paragraphs 146-148). 

(47) The responsible Minister should seek advice on 
the proposals for additional consultant appointments 
and for the establishment of medical assistant posts from 
a professional committee consisting of members 
appointed by him and by the Joint Consultants 
Committee (paragraph 149). 

(48) Where a senior hospital medical officer receiving 
the special allowance of £550 per annum is occupying 
a post which is approved as a consultant post, following 
the review, he should be entitled to have his professional 
status in the post reviewed (paragraph 150). 

(49) After the introduction of the medical assistant 
grade no more senior hospital medical officers or senior 
casualty officers should be appointed (paragraph 151). 

(50) Information should regularly be obtained and 
published : 

(i) About the size of the various grades and also 
on such matters as the age distribution in the various 
grades, the period young doctors are spending in the 
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grades of limited tenure, and the number of overseas 
doctors working temporarily in the Hospital Service. 
(ii) The extent to which help from general practi- 
tioners is being enlisted. 
(iii) The output of graduates from the medical 
schools (paragraph 152). 
Proportionate Contribution to Junior Staffing in Regions Made 
by Doctors from Overseas 


Proportion of Total Staff in the 
Junior Grades Represented by 
Doctors not born in Great Britain 


Hospital Region 


England and Wales 


Liverpool ne 367 
45% 
Metropolitan (4 regions) ne 37% 
South Western .. 34% 
Wales... a 37% 
Scotland 
North Eastern .. 119 
[cousucrant GRADE | 


SENIOR REGISTRAR 
| GRADE 


MEDICAL 
ASSISTANT 
| GRADE ” GENERAL PRACTICE 
AN 
OTHER MEDICAL WORK 
| SENERAL PRACTICE 
} OTHER MEDICAL WORK 


Diagram showing place of new medical assistant grade in staffin 
structure. Continuous lines denote expected usual channels o 
advancement and broken lines the less usual. 


ANNUAL CONFERENCE OF 
PSYCHOLOGICAL MEDICINE GROUP 


MENTAL HEALTH ACT, 1959 


The Annual Conference of the Psychological Medicine 
Group of the B.M.A. was held in B.M.A. House on 
March 8. Dr. NoeL BuRKE was appointed Chairman. 
The theme of this year’s conference was “ First Impres- 
sions of the Working of the Mental Health Act, 1959.” 


Medical Superintendent’s Views 

Dr. H. B. Kipp, speaking as a medical superintendent, 
said that the main objects of the Mental Health Act had 
been to make the diagnosis and treatment of mental 
iliness solely a medical affair ; to charge local authorities 
with the care and treatment of the mentally ill to a 
much greater extent than hitherto ; and to make medical 
superintendents optional. 

He could speak only of experience in Leicester. The 
appointed day had not caught them unawares or altered 
their way of diagnosing and treating mental illness. A 


year earlier they had abandoned the idea that the medical 
superintendent was responsible for the actual treatment 
of every patient. They had then sought a system of 
continuity of care for the patient in the home, the 
hospital, and once again the home, in which one doctor 
would be solely responsible for the patient’s care at all 
times. He had always deplored the subdivision into 
male and female, which had meant division of responsi- 
bility and lack of continuity. 

They had also thought, in Leicester, that no patient, 
except in emergency, should be admitted without the 
specific consent of a consultant, who should, if possible, 
have seen the patient first in out-patients or in the home. 
Each case should be properly screened and assessed 
before admission. They had anticipated present 
requirements in this respect. 

The Ministry of Health’s memorandum on the Act 
referred to the need for improved facilities for the 
admission to geriatric hospitals of some elderly people 
with mental symptoms. Dr. Kidd agreed with this, and 
at Leicester they had decided to set up a system whereby 
(1) a consultant had sole and complete clinical responsi- 
bility for his patients ; (2) he could admit any patient of 
either sex, and care for them himself either as an out- 
patient or in hospital; and (3) all patients should be 
screened by a psychiatrist before admission. So the 
hospital had been split into three units of 300 beds, each 
unit having its own admission wards and its own 
long-stay wards. 


Team System 

The team system had now been operated for a year and 
was resulting in a far higher standard of work than the old 
system. Each team had approximately 30 acute beds and 
270 long-stay beds and its own weekly out-patient session. 
It had, besides the medical staff of various grades, including 
a general-practitioner assistant, an assistant chief male 
nurse and an assistant matron responsible. Attached were 
a hospital social worker and two mental welfare officers 
from the mental health department of the local authority. 
It was hoped that there would be a better liaison with the 
mental health department when they were able to increase 
their establishment of medical health workers. 

Each consultant or S.H.M.O. was on call for a week at a 
time. During his period on call every request for admission 
by the mental health department or by a general practitioner 
was dealt with by him. He either accepted the case for 
admission after a telephone conversation or made a domi- 
ciliary visit. If this was requested he was paid. If not, no 
fee was payable. Thus, when the Mental Health Act had 
come into force, they had in fact implemented some of the 
main recommendations. 

Each team had weekly conferences. There was a danger 
that each team tended to develop completely independently 
of the other, and the administrators found themselves 
dealing with three independent superintendents. As medical 
superintendent, Dr. Kidd said he had made it clear that he 
was charged with the medical administrative efficiency of 
the whole hospital and that no drastic changes could be 
made without his consent. 

By and large, problems were solved in a democratic way. 
All medical staff and the senior medical staff met twice a 
month. Major ideas involving hospital expenditure, altera- 
tion of buildings, mass movement of patients, etc., went to 
a senior officers’ conference composed of the medical 
superintendent, consultants, matron, chief male nurse, 
hospital secretary, and, when necessary, the group secretary. 
The medical superintendent was chairman of all these 
committees. 

They had, therefore, gone some of the way towards 
solving problems that had traditionally caused trouble in 
mental hospitals: lack of proper continuity of care; 
tension between medical superintendent and consultants 


s 


n 
n 
. 
. 
: 
‘ 
‘ 
‘ 
‘ 
‘ 


Marcu 25, 1961 


PSYCHOLOGICAL MEDICINE GROUP 


ASUPPLEMENT ro tue 103 


RITISH MEDICAL JOURNAL 


over responsibility; tensions between administration, 
medicine, and nursing ; also, he hoped, the problem of junior 
medical staff. 

They had an extremely good and keen junior medical 
staff. He believed they had been attracted by the team 
system and the serious effort made to teach and train in 
psychiatry. 

Mode of Admission 

When a patient had to be compulsorily detained in 
hospital, it should, ideally, be done under Section 26 of 
the Act, but it was often difficult to get the general practi- 
tioner, the psychiatrist, and the mental welfare officer in 
the right place at the right time, and often the case was so 
urgent that Section 29 had to be used. Between November 1 
and February 28 273 patients had been admitted to the 
Towers Hospital. Of these, 80% had been admitted inform- 
ally, 16% under Section 29, and only 1% under Section 26. 
So they seemed to have got into the habit of using the old 
three-day order, and still adopted it as the easiest and most 
efficient way of getting a patient into hospital. 

They had the closest possible liaison with the medical 
officer in charge of chronic sick beds and the chief welfare 
officer, who was head of the Part III accommodation in 
Leicester. Thus, whenever they saw an old patient who was 
suffering from senility and some degree of mental confusion 
but who did not need admission to a psychiatric hospital, 
they got in touch with the city welfare department. A 
social worker came round, and often it was possible to get 
the old person into Part III accommodation. When the 
patient was physically ill, and the mental confusion 
secondary, the doctor in charge of the chronic sick visited 
him, and if he agreed with the psychiatrist’s assessment took 
him into his beds. 


Co-operation with Local Authority 

Dr. Kidd said that plans were going ahead in Leicester 
for the local authority’s part in caring for the mentally ill 
in the community. He was adviser to the city on mental 
health, and he worked closely with the medical officer of 
health. They had formed an unofficial committee composed 
of the medical officer of health, the group secretary, him- 
self, the chief male nurse, the matron, the medical super- 
intendent of the mental deficiency hospital, and the county 
medical officer of health, so that all plans for hostels, 
industrial workshops, etc., should be properly co-ordinated. 
They expected that a proportion of their partially rehabili- 
tated chronic patients would go daily to local authority 
workshops. The first stage of rehabilitation would take 
place in their own industrial unit, which was operating as 
yet only on a very modest scale. 

To summarize, Dr. Kidd said they had set up 
machinery to ensure that patients were fully assessed 
when admission to hospital was being considered. 
Ideally, the consultant visited the patient in the home at 
the request of the general practitioner. As elsewhere, 
the majority of admissions were on an informal basis. 
Secondly, they had clearly implemented the complete 
responsibility of the consultant for his patients, but in 
such a way that the medical superintendent remained 
the chief officer of the hospital. Staff conferences 
ensured that all had a voice in final policy decisions. 
Thirdly, they were developing a close working relation- 
ship with the mental health department of the local 
authority. Planning of hostels, industrial activities, etc., 
was still rather tentative. It was not yet clear how these 
would develop or what the relationship between them 
and the hospital would be. 


Consultant Psychiatrist’s Views 


Dr. B. C. GILSENAN, speaking as a _ consultant 


psychiatrist, said that in the hospital where he worked 


the divisional system had been in operation for about 
14 years. Under it, consultants, with their teams, had 
enjoyed a considerable measure of independence. They 
had their own wards and staff. There was a tendency 
to remain in the female or male divisions. On the 
female side, which was twice as large, there were two 
divisions, and the male side was a separate, third division. 
During their admission week they made their own 
decisions on admissions and treatment. 

An important consequence of the new Mental Health 
Act was that by designating the consultant psychiatrist 
the responsible medical officer he was given full charge 
of his patients for the first time. This had given general 
satisfaction, but it was questionable whether all the 
implications of this change of status had been every- 
where understood. The consultant could not be 
responsible for all his patients individually, but was it 
clear that the doctors who acted for him must be 
responsible to him and to no other consultant ? Was it 
equally clear that, since so much psychiatric treatment 
in hospital depended on the “ socio-therapeutic structure ” 
of the hospital, the consultant must be directly con- 
cerned in shaping this? He should discharge this 
obligation in part through his membership of the 
medical staff committee, and partly as leader of the 
clinical team. Some form of team system was essential. 


Delegating Responsibility 

These considerations had important implications for the 
administrative structure of the psychiatric hospital. There 
were few signs as yet of a willingness to experiment in 
administrative arrangements, and pressure would have to 
come, it seemed, from clinicians. In some areas regional 
boards and management committees might require more lead 
from the Ministry. 

The degree to which the responsible medical officer could, 
or should, delegate responsibility had yet to be determined. 
This should perhaps create no special difficulty, since there 
was a precedent in the considerable powers of delegation 
that medical superintendents had had in the past. Some 
powers of delegation might have to be used. 

The matter of delegation was especially important, Dr. 
Gilsenan went on, in the completion of Form 6. This came 
under Section 30 (2) of the Act, and concerned the detention 
of an informal patient who wished to leave but was con- 
sidered unfit to do so. As neither the consultant nor the 
S.H.M.O. might be immediately available, the form should 
perhaps be signed by the doctor on duty. The procedure 
under Section 29, whereby patients had to be dealt with 
within 72 hours, had been described as dislocating time- 
tables. A case could be made out for the restoration of the 
old urgency order, which allowed a more reasonable period 
(seven days) for adequate assessment of the patient. 

The present myriads of miniature boards of control which 
had replaced the old and efficient central Board of Control 
had been unfavourably commented on. 

The effect that the new Act would have on the future of 
mental hospitals was by no means clear, nor were the 
intentions of the Ministry or regional boards. Were mental 
hospitals to be for the care of patients suffering from senile 
dementia ? If so, what would the effect be on the functioning 
of the rest of the hospital, in view of the large number of 
nurses needed for these cases ? 


Number Under Detention 

The Mental Health Act had given a new impulse to the 
gradual reduction in the number of patients under detention. 
At present only 7 patients out of 628 in his division, and 
87 of a total of 2,053 in his hospital, were under detention. 
Figures for admissions in November and December, 1960, 
and January, 1961, compared with those for the same period 
a year previously, showed that under the new Act 22% 
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of patients were admitted under order. Curiously, the figures 
were the same for both male and female patients, whereas 
a year previously the figures were 32% for females and 
18% for males. 

Most of the detained patients had been admitted under 
Section 25 or Section 29—on an observation or emergency 
order—and little use had been made of Section 26. The 
wide terms of reference of the detention orders were to be 
welcomed. The patient’s most effective safeguard was 
always the judgment, conscience, and good will of the doctor 
rather than the nature of the instrument of detention. 
The simpler the form the better, and this requirement, 
Dr. Gilsenan thought, had been met. 

An over-wide and indiscriminate use of informal status 
could, of course, result in the presence in the community 
of half-treated schizophrenics and depressives who had 
never stayed in hospital long enough to complete any 
prescribed course of treatment. Whereas formerly patients 
perhaps stayed too long in hospital, now, in some cases at 
least, the reverse was true. There was apparently an 
increased desire to discharge patients, or to allow them to 
discharge themselves, without due consideration for their 
mental state and in the absence of adequate facilities for 
dealing with them in the community. The social agencies 
that were supposed to take up the strain on the community 
existed for the most part on paper only. There appeared 
to be no easing of the problem of accommodation for 
patients discharged from mental hospitals, and night hostels 
did not appear to be materializing. Pressure might have 
to be applied to local authorities to provide welfare accom- 
modation which could take patients now in mental hospitals, 
in particular those suffering from simple dementia. 

General hospitals, in some areas at least, had shown little 
sign of providing beds where none previously existed, or 
of increasing them where they did. If this was not taken up 
actively, the convention that general hospitals did not treat 
disturbed patients would become firmly established, so that 
what was permitted by statute might be unnecessarily 
limited by administrative considerations. 


Working Conditions 

Dr. Gilsenan added that the psychiatrist’s working con- 
ditions in a general hospital would be different from those 
in the relatively more sheltered atmosphere of a mental 
hospital. Quite apart from an increased out-patient list, 
he might be expected to treat cases that had proved resistant 
to the therapeutic ministrations of various departments of 
the hospital. Unless psychiatric establishments were greatly 
increased, particularly in consultants, the psychiatrist would 
not have time to treat these cases adequately. It would not 
be too much to suggest that the number of psychiatrists 
should be doubled. If not, a kind of general-practice 
psychiatry might result, and this was not likely to redound 
to the credit of psychiatry. If psychotherapy meant any- 
thing it meant the development of a relationship between 
two people—and that took time. 


A Mental Health Act was one thing, a comprehensive 
mental health service quite another, Dr. Gilsenan con- 
cluded. It was to be hoped that the one would lead to 
the other, but consultants in some regions felt that they 
had little influence on the march of events set in motion 
by the Act. They would welcome any opportunity to 
improve communications with regional boards so that 
their voice might be heard on a matter which so closely 
concerned them. 


General Practitioners and the Act 


Dr. M. Sorssy, giving a general  practitioner’s 
impressions of the Act, said that the large number of 
discharges from hospital that had been expected had 
not materialized. This suggested that the hue and cry 
about people being unnecessarily detained had been 
groundless. Moreover, various factors caused difficulties 


in admitting patients. In some areas there were not 
enough general practitioners “approved.” In London 
there were only 10, and in Division 4 only 1. If he was 
ill or away the practitioner must call in a consultant, 
and consultants were not easily obtained. 

Though it had been generally agreed that the hospital 
medical staff would accept the recommendation of any 
consultant, it had been found that this had not worked 
out in practice. A bed had not been readily available 
on the recommendation of a consultant not on the staff 
of the mental hospital, but had been available on the 
recommendation of the approved doctor, who was a 
general practitioner. This was a point that ought 
seriously to be borne in mind. It was not always 
possible to get a consultant from the hospital to which 
the patient had to be admitted. In some districts the 
catchment areas were quite unsuitable. This had led 
to difficulties. 

Examples of Difficulties 

Dr. Sorsby described cases in which such difficulties had 
occurred. In one, a conscientious general practitioner had 
wished to be present at a consultation. He had telephoned 
a consultant in the local area, but because the latter was 
not attached to the hospital where the patient would have 
to be admitted he had refused to come out. The general 
practitioner then contacted a doctor in the hospital where 
he might be admitted—some miles away—and messages had 
been sent backwards and forwards through a secretary. 
Eventually a time was agreed which clashed with the 
practitioner’s surgery. The consultant had seen the patient 
without the practitioner being present, although the latter 
had gone to all the trouble of making the arrangements. 

In another case a doctor could get neither an approved 
doctor nor a consultant. It was in the evening and he had 
contacted a consultant whom he knew. Because of the 
personal acquaintance this particular consultant had come 
out. In a third case the mental welfare officer had refused 
to contact an approved doctor and had insisted that the 
practitioner should do so. This sort of relationship between 
the various sections, Dr. Sorsby added, was very bad indeed, 
and could only cause considerable trouble. 


Deficiencies in London 


Under the Act, general hospitals could provide beds 
for mental patients, but he knew of no London hospital 
which had done so. The result was that the original 
number of beds for observation cases remained. In 
Division 3 there were beds at St. Pancras, and in 
Division 5 there were beds at St. Clements, but in 
Division 4 there were no such beds. The new Act had 
not provided any more beds. What was more important, 
as with all other patients since 1948, the hospitals now 
had the right to refuse to admit a patient. In some 
cases it had taken days to have a patient admitted. 

There was an urgent need for an adolescent unit in 
North London. In one case in Division 4 they had 
had. a girl of 13 to cope with, Dr. Sorsby said. 
St. Pancras had refused to admit her, St. Clements had 
been closed, and the adolescent units in South-east 
London had had waiting-lists. She had finally been 
admitted to Dulwich, some considerable distance away, 
and because no other accommodation was available she 
had to be put with patients who were unsuitable. Only 
Tooting Bec Hospital could offer admission for aged 
patients, and even there it might be weeks before a bed 
became available. Because of distance it was not 
uncommon to hear that relatives found it impossible 
to visit. This also was bad. 

Consultants must learn to appreciate the general 
practitioner’s difficulties. He had not the time to wait 
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on the telephone making toll calls while the person he 
wished to speak to was found. Admission bureaux had 
not been established anywhere in London. Neither the 
hospital boards nor the county health authority wished 
to take the responsibility. It was not unusual to find 
a discharged patient in the surgery long before a letter 
arrived from the hospital. 

The hospital staff, the consultant, the general prac- 
titioner, and the public health authorities had to realize 
that no one section of the mental health service could 
live in isolation. After the patient was discharged there 
came continued medication and aftercare. Without a 
letter the general practitioner could not know what 
treatment the patient should have. No one ever seemed 
to think that aftercare was the G.P.’s concern. 


Everything he had said was applicable, in the main, to 
very large centres because of the inadequate number of beds, 
the absurd catchment areas, and the remoteness of the 
consultant from the practitioner. In smaller towns things 
seemed to be proceeding much better. He wondered 
whether this was because one man held a dual appointment 
—part-time in hospital and part-time with the local health 
authority. 

Suggested Improvements 

Dr. Sorsby made some suggestions. First, the county 
health authority should receive details of all patients 
discharged from hospital, even though the mental welfare 
authorities were not involved in their admission. If the 
patient had to be readmitted later via the mental welfare 
officer it would be of considerable advantage to know some- 
thing about the patient. This had been the case before the 
Act was passed. 

Secondly, when formal admission forms were signed by 
two doctors and the relative refused to sign the patient could 
not be admitted, except by adopting the drawn-out county 
court procedure. There could then be months of delay. 
Surely this procedure must be varied. He knew that the 
cry of the “ liberty of the individual” would be taken up, 
but was it not better to attempt to get treatment for a 
mentally ill patient under compulsion rather than to let the 
patient remain without treatment ? 

Thirdly, he did not understand why mentally subnormal 
patients should come off the register at the age of 21. This 
led frequently to their having to be admitted to a 
psychiatric hospital through the courts, because supervision 
had been discontinued. 


By and large, the Act worked well, but was this not 
another instance in which special provision might well 
have been made for London because of its size and 
hospital distribution ? 


Local Authority Aspects 

Dr. E. HuGues, of Reading, putting the viewpoint 
of medical officers of health, said that, in contrast to 
Dr. Sorsby, he came from a county borough of 120,000 
where the situation was somewhat different. His first 
impression of the working of the Act was one of 
surprise. 

First, there had been much less change in their work 
than they expected, other than a need to learn a new 
vocabulary and a new legislative background. 

Secondly, and more surprising, was the important fact 
that in the first four months since the Act had come into 
force twice as many had been admitted under compul- 
sion as were admitted during the corresponding period 
in 1959-60. Altogether, 28 people had been admitted 
under Sections 20, 21, and 16 of the Lunacy Act, 1890. 
The figures were small and the period short, but the 
position needed to be watched, and if it persisted 
it would be a serious blow to the protagonists of the 


“new look” that was to follow the new Act. One 
explanation given was that, since most of the compul- 
sory admissions were under Section 25, this was being 
used to keep people for a month who previously would 
come in for treatment for a long week-end and then 
leave. Unfortunately, it had not been possible to obtain 
accurate figures of informal admissions during the same 
period. 

Mental welfare officers, Dr. Hughes went on, played 
an important part in any scheme for community care. 
Some time ago it had been decided to increase their 
strength, and on the appointed day they had had five 
whole-time mental welfare officers for a population of 
120,000. He did not know if this was sufficient, but 
by some standards it was generous. Reading had 
inaugurated a kind of trainee system and considered 
themselves fortunate in getting two male general- and 
mental-trained nurses. It would have been better to 
appoint one male and one female. One mental 
welfare officer dealt entirely with mental deficiency and 
the other four dealt with mental illness. 

Some quite formidable forms had been drawn up for 
the patient to sign if he was willing to permit the 
M.O.H. to be notified when he was admitted or 
discharged. This needed ironing out. Under the old 
legislation the M.O.H. had been entitled to receive 
information. 

Relationships 

Although personal relationships between the mental 
hospitals and the local authority were excellent, they did 
not seem to have arrived at a satisfactory apportionment of 
community work as between the mental welfare officers of 
the local authority and the psychiatric social worker of the 
hospital. Dr. Hughes thought that the position had not 
been made easier by the intrusion of the lay administrators 
into matters that seemed purely matters of medical 
administration. At the same time, they had had absolutely 


‘no difficulty with the mental deficiency hospital where they 


had continued to do virtually all the outside work. If 
community care was really to work, hospital staff would 
have to know how to use the welfare officers of the local 
authority. 

His relations with general practitioners had always been 
good, and, so far as he could make out, they seemed to 
be finding no difficulty in working the new Act. Certainly 
the younger men were most co-operative. 


Mental Defectives 

Some years ago his local authority had decided to have 
a junior training centre and a senior training centre, in 
separate buildings. This had paid dividends, and Dr. 
Hughes fully supported this policy. In the old days the 
parents of many young children had, understandably, been 
unwilling to let their children come to a centre which was 
attended by rather repulsive adult mental defectives. How- 
ever, since the junior centre had been opened there had not 
been a refusal, and they had been able to admit children 
as young as 4 years. 

There were a few mental defectives who were severely 
handicapped physically. All one could do was give them 
care and attention until they were admitted to a hospital. 
It had proved unwise to try to admit such children to their 
junior training centre, and they hoped to set up a separate 
care-and-attention unit for them. In a population of 120,000 
they might expect to have about six such children at any 
one time. 

There had been much wishful thinking about the provision 
of hostels by local authorities. Land was scarce and 


extremely expensive and it was difficult to staff them. 
There was always local opposition to housing mental 
patients in any particular place, and even with the best 
will in the world Dr, Hughes could not see hostels for 
mental patients becoming a reality for many years, if then. 
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They were considering the possibility of boarding out one 
or two mental patients, but this depended on the amount 
of money available. 

Dr. Hughes concluded by reminding the conference 
that there was virtually nothing under Section 6 of the 
present Act that could not have been done under 
previous legislation. As he had said, the Act had made 
much less difference than had been expected. Similarly, 
the welfare legislation of July 5, 1948, had made little 
change in the basic problems, although they may have 
been presented in a slightly different form. 


Discussion 

Dr. D. H. CLarK said that Cambridge had a combined 
general psychiatric hospital and a psychiatric part of a 
general hospital, jointly staffed. There were seven con- 
sultant psychiatrists, with a catchment area of 260,000. 
There were no approved general practitioners in the 
area. An emergency out-patient clinic was maintained 
at the general hospital. General practitioners had stated 
that the admission arrangements were operating as 
smoothly as before. 

Their experience had been quite different from that 
of Dr. Hughes. Upon the Act coming into force, the 
proportion of compulsory admissions had dropped from 
about 30% to 22%, and the figures for January and 
February, 1961, had been 14.3% and 15.4% respectively. 
He wondered why Dr. Kidd did not seem to like Section 
25 of the Act. All their patients were admitted under 
this section or Section 29—about two under Section 29 
for every one under Section 25. They never admitted 
under Section 26. It looked as if at Cambridge they 
would be able to keep along with about 35% in the 
hospital under compulsory detention. 

Dr. Kipp replied that at Leicester they thought Section 
26 most appropriate because it was not in any sense 
like the old certification, where one had to bring in 
magistrates; that if a patient needed treatment, and 
wanted to come in informally, Section 26 was the 
appropriate one to use. Both it and Section 25 required 
the approval of two doctors. No stigma attached to 
whichever was used. One could discharge the patient 
just as easily in either case. Section 29 was being used 
frequently in Leicester because the general practitioner 
often could not attend the patient at the same time as 
the consultant. 

Dr. W. A. L. Bowen (York) said that, so far as he 
knew, cases of physical illness were not notified auto- 
matically to the local authority by the general hospital. 
Notification of mental illness would not only draw yet 
another distinction between physical and mental illness 
but defeat the whole concept of the social worker and 
the hospital acting together. 


Difficulty uader Section 30 

Dr. E. S. STERN (Warwick) said that a difficulty arose 
under Section 30. Sometimes a general practitioner 
sent a patient to out-patients who urgently required 
admission to a mental hospital. As he was not an 
in-patient he could not be detained under Section 30, 
and the general practitioner might not be available. To 
deal with such occasional emergencies a small amend- 
ment should be made to Section 30 to enable a patient 
who came up as an out-patient to be compulsorily 
detained in a hospital for three days. 

Dr. B. H. KiRMaNn said that the automatic cessation 
of detention of subnormal patients at the age of 21 was 
a very proper consequence of the new legislation. The 


criticism had always been that the rehabilitation facili- 
ties for these patients were inadequate, and that there 
was excessive caution in releasing them. If one assumed 
1,500,000 as the number of mentally subnormal people 
in the community it was clearly irrational to continue 
labelling a small section in this way merely because 
their social circumstances prior to the age of 21 had 
been such that this had been necessary. The new 
legislation gave them an opportunity for a fresh start 
at that age. 

Dr. F. E. PILKINGTON (Plymouth) said that a major 
problem was that of the untrained mental welfare officer. 
If psychiatric advisers could be appointed to some of 
the less active local authorities it might help. Perhaps 
the Association could urge this. Integration of hospital 
and local authority social work departments had, in his 
experience, produced good results. 

Little information was produced in some cases in 
Section 29 and 25 admissions by mental welfare officers. 
Was this experience general ? Also, he had not heard 
of any mental health review tribunals being called. 
What was the situation there ? 

Dr. T. P. Rees (London) said that the Act seemed 
to work most smoothly in county boroughs, to him the 
best form of local government. In a centre such as 
Leicester it should be possible for every patient to be 
seen by a consultant psychiatrist as well as a general 
practitioner before compulsory admission. If they saw 
the patient together surely Section 25 became just as 
easy to use as Section 29. In fact, Dr. Kidd had said 
that most of their patients were seen either at home or 
in the out-patient clinic. This was as it should be and 
as most psychiatrists hoped it would be. Compulsory 
admission was a very serious matter and should take 
place only in conditions such as he had described. 

Dr. Rees was inclined to think that it was quite 
impossible to operate a satisfactory mental health service 
in London. One of the things that had pleased some 
visiting American doctors was that the position in 
London was just as chaotic as it was in New York. 
Owing to geographical and administrative difficulties, 
it would be a very long time before there could be a 
satisfactory mental health service in London. 


Responsible Medical Officer 

Dr. E. E. FELDMESSER-REISS (Bodmin) said that the 
term “responsible medical officer” was being inter- 
preted in different ways in different areas. It was only 
logical to regard the S.H.M.O. as a responsible medical 
officer, and in some centres this was done. He would 
ask the meeting to lend its support to the general 
application of this principle. 

Dr. D. M. LEIBERMAN (Bexley) said that in his area 
the relationship with the local authority had been 
strengthened considerably. They had two schemes in 
Operation. One was a series of meetings with local 
authority workers, and welfare officers visited the 
hospital regularly for case conferences. Internally, the 
medical staff were a group on their own. They had a 
group medical committee with a chairman who was, at 
present, the medica! superintendent and had full 
administrative powers. The machinery worked very 
well. The hospital had split up not into units but groups 
of wards under particular consultants. Patients were 
allocated to the latter on admission and their progress 
followed through the hospital. It was hoped to achieve 
continuity of care and follow-up at the out-patient 
clinic. They had a scheme of domiciliary visits which 
covered the whole area. 
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The CHAIRMAN thanked the four main speakers for 
informative and stimulating contributions. 


Group Committee’s Report 
The conference next considered the report of the 
work of the Group Committee since the last Group 
Conference. It approved the report with the exception 
that it did not agree with the Subcommittee on the Child 


Psychiatric Service’s advocacy of the use of the term. 


“family psychiatry ” in place of “ child psychiatry.” 


PSYCHOLOGICAL MEDICINE GROUP 
COMMITTEE 


A meeting of the Psychological Medicine Group 
Committee was held in B.M.A. House on March 8. Dr. 
T. P. REEs occupied the chair. 


Administration of Psychiatric Hospitals 

The position of medical superintendents as a result 
of the Mental Health Act, 1959, was considered. 
Attention was drawn to the clear proviso in the new 
regulations which safeguarded their contractual rights, 
and to the fact that the Minister had himself confirmed 
this. 

The-Committee agreed unanimously that no attempt 
to override these rights should go unchallenged. 

Apropos a suggestion that in future regional boards 
would be advised on medical policy matters by the 
group medical advisory committee, through its chair- 
man, Professor FERGUSON RODGER pointed out that the 
latter might well not be a psychiatrist. 

Dr. A. B. Monro said that this was particularly likely 
in a mixed group, and that attention should be drawn 
to the fact that the spokesman for psychiatric opinion in 


a predominantly psychiatric hospital must be able to‘ 


present that opinion effectively. 


Hospital Buildings 

The Committee had before it a letter from Dr. Myre 
Sim concerning a reference to 30-bed psychiatric wards 
in a memorandum on hospital buildings prepared by 
Dr. A. A. Baker. Dr. Sim wrote that it was possible 
for psychiatric departments in general hospitals to 
provide treatment for the vast majority of recoverable 
mental illnesses. A small percentage would be long- 
stay cases, but these could be treated in long-stay units 
where other conditions—such as orthopaedic, plastic, 
tuberculous, and spinal—were treated, thus preserving 
the principle of a general hospital. Patients would not 
then be segregated because of their illness but because 
of the period of residential care required, thus 
encouraging flexibility in administration and treatment. 

Dr. A. A. BAKER replied that Dr. Myre Sim seemed 
to have gained the impression that he was querying the 
value of the 30-bed unit in all situations. Obviously, 
much depended on the size of the area served. He still 
thought that it would be wrong to put a small unit in 
each of a number of general hospitals in one urban 
area. None would be large enough to justify having 
adequate therapy and associated departments. 

Professor FERGUSON ROopDGER said that it was 
important that the psychiatrist should have in-patient 
accommodation available in the teaching general 
hospital. He could then investigate the cases and 


transfer them to appropriate accommodation within his 
own general hospital area. 


CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 


A meeting of the Central Consultants and Specialists 
Committee was held at B.M.A. House on March 9, with 
Mr. H. H. LANGSTON in the chair. 


Fees Subcommittee 


Dr. C. W. CLayson, speaking for the Committee’s 
Fees Subcommittee, said that the Private Practice 
Committee had considered the fees payable to civilian 
medical practitioners doing work in the Army and Air 
Force. It proposed recommending, for specialist 
examination and treatment, as follows. When such 
treatment was carried out in the consulting-room the 
fee should be 5 guineas for one case, 8 guineas for two, 
and 11 guineas for a session. When it was carried 
out in the Force’s premises the corresponding figures 
would be 34 guineas, 6 guineas, and 8 guineas. 

When it had been pointed out that this diminishing 
progression was not very logical, attention had been 
drawn to the fact that the Central Consultants and 
Specialists Committee had accepted the idea of a 
sessional fee being less in proportion to a per-case 
fee in relation to operative work—8 guineas for a single 
case and 15 guineas for a session. 

Revised fees for special cardiological examinations 
had also been proposed as follows: for a clinical 
examination, together with E.C.G. if needed, 5 guineas ; 
x-ray screening 1 guinea—the total for the comprehen- 
sive examination being 6 guineas, a 334% increase over 
the present levels. 

The C.C. and S. Committee’s resolution that some 
life assurance offices seemed to be disregarding the 
Association’s view that fees for consultants’ reports 
should be settled by negotiation with the consultant 
had been accepted, but since Dr. Owen Williams had 
expressed himself strongly on the matter it had been 
thought best to delay the forwarding of the recom- 
mendations until he had put his views to the Committee, 
which might wish to have second thoughts. 

Dr. G. E. Owen WILLIAMs referred first to the fact 
that some universities were insisting on students being 
medically examined. The point at issue was how much 
should be paid for the service, if anything. In most 
cases the services of general practitioners were sought, 
but one university asked the practitioner to divulge 
information not only about the student’s previous 
medical history but the medical history of his family, 
with particular reference to psychiatric disorders. This 
raised the question of professional confidence. The 
Private Practice Committee proposed recommending 
that when universities wanted medical examinations 
they should be done by an appropriate, appointed 
doctor, and a fee paid for the service. 

In regard to life assurance examination reports, Dr. 
Williams was concerned about the possible result of 
consultants being asked not to do such examinations 
for two guineas but to approach the companies and 
ask for more. Life assurance work probably accounted 
in the case of many for some part of their normal 
overheads. It would be embarrassing if they were 
obliged to risk losing this because of a quibble over 
a fee. In the past they had accepted the fee by way 
of taking the rough with the smooth. However, 14 
years ago the fee had been one and a half guineas, 10 
years ago it had been increased to two guineas, and it 
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had remained there ever since. There had been no 
increase commensurate with that given by the Ministry 
of Pensions or other Government departments. The 
number of life assurance examinations had declined. 
Offices were taking more and more safe lives without 
medical examination. 

The CHAIRMAN said that a fee of two guineas for a 
consultant examination of any kind was very low, apart 
from the fact that any fee considered appropriate 10 
years ago could not be so considered now. The 
question was whether the Committee wished to amend 
its resolution to the Private Practice Committee. 

The Committee decided not to do so. 

The CHAIRMAN, referring to one of the points in Dr. 
Clayson’s report on the discussions with the Private 
Practice Committee, said that in the course of active 
negotiations with the Treasury the view had been taken 
that, while there might be a case for a sessional fee 
being proportionately lower compared with the fee for 
a single case, there was no ground for suggesting that 
the examination of a second or third case took less time 
than the examination of a single case. 


Report of Executive Committee 
Working Party on Hospital Medical Staffing 

The CHAIRMAN said that it was expected that the 
report of the Platt Committee on the medical staffing 
structure in the hospital service would be published not 
later than March 22. The Ministry had urged that it 
be given prompt consideration. There would be a 
meeting of the Joint Consultants Committee on April 25 
to consider it, and later it would discuss it with the 
Ministry. It was clear that all that was intended was 
a preliminary consideration of the report. Accordingly, 
a meeting of the C.C. and S. Committee on April 20 
was proposed. It would be helpful if the regional 
committees would meet before that date so that the 
Joint Consultants Committee could be given guidance 
on agreement or disagreement on broad issues. 

Dr. HaMisH WATSON said that no group had waited 
more patiently for the Platt Committee’s report, or was 
more intimately concerned with it, than the Hospital 
Junior Staff Group. Almost two and a half years had 
passed since the committee began work, and it seemed 
precipitate to attempt to give it reasonable consideration 
in one month following its publication. Junior staff 
were not masters of their own time, and at present this 
Group did not plan to meet until May 5. 

The CHAIRMAN said that the original date suggested 
for the meeting of the Joint Consultants Committee had 
already been put back. He would stress that the time- 
table mentioned referred to a preliminary examination 
by the Joint Committee, not a preliminary meeting with 
the Ministry. An indication from, say, the executive 
of the Hospital Junior Staff Group on the items in the 
report which needed special care and attention would 
be of help to the Joint Committee. The.Committee had 
itself been pressing the Ministry for an early release of 
the report. The matter would probably not be finalized 
for several months. 

Professor P. C. P. CLOAKE stressed the time needed 
to give proper consideration to such a report, and urged 
that it be made clear that considered opinions could not 
be given at such an early stage. 

Dr. T. ROWLAND Hit said he would have thought 
that a Joint Consultants Committee meeting on April 25 
to receive the report—a month after its publication— 
was somewhat tardy rather than precipitate. It was likely 


to be referred to constituent bodies, the Royal Colleges, 
etc., for comment. Discussions with the Ministry would 
doubtless extend over a period. 

Dr. I. MATHESON said that if the report were indeed 
referred to constituent bodies in this way there was 
no point in trying to rush through meetings before 
April 25. 

The CHAIRMAN said that it would be of value to the 
Joint Consultants Committee to know the immediate 
reactions to various aspects of the report. 

It was agreed that a meeting of the C.C. and S. 
Committee should be held on April 20. The Chairman 
added that it was for the periphery to decide, but he 
felt sure that most regions would like to call early 
meetings for preliminary discussions. 


Medical Examination of Immigrants 

The Executive reported that figures produced by the 
Tuberculosis and Diseases of the Chest Group Com- 
mittee indicated that the proportion of persons who 
contracted tuberculosis was higher among immigrants 
than the population generally, though this was probably 
due to environment and climate rather than to disease 
active at the time of immigration. It added that the 
Group Committee saw a grave risk of immigrants in 
future becoming infected with resistant bacilli, and of 
a resultant epidemic occurring. 

The Committee supported the Executive’s recom- 
mendation that representations be made for the com- 
pulsory x-ray examination of immigrants at the port 
of entry to this country. 


Shortage of Radiographers 

The Committee approved a recommendation of the 
Executive that the Joint Consultants Committee should 
be asked again to discuss the shortage of radiographers 
with the Ministry and that arrangements be made if 
possible for S. Cochrane Shanks to be invited to the 
meeting of the Joint Committee when the matter is 
discussed. 

Hospital Building 

Mr. W. S. Lewin said that the Ministry’s new hospital 
building proposals fell short of what the Committee had 
recommended. They certainly honoured the Govern- 
ment’s election promise to raise the programme to 
£50m. a year by the time it reached its last year of office. 
Also, any future Government was committed to carrying 
it on, so that the outlay would be £500m. in 10 years. 
It seemed unrealistic to press for a considerable increase 
in that sum at this present stage, but it would have to 
be taken up again later. 

The Committee might now turn its attention to what 
should be provided in the new buildings. In view of 
the Ministry’s plans, urgent action was required or the 
profession might once again miss the bus. He would 
suggest that the information already available on the 
requirements for geriatrics, paediatrics, and mental 
health should be augmented by notes from the com- 
mittees of the anaesthetists, pathologists, radiologists, 
and physical medicine groups to form a practical 
memorandum on what should be provided in hospital 
buildings. He would hope that general physicians and 
surgeons and obstetricians would contribute. General 
practitioners could take an important part, and the 
Committee would want to know what the G.M.S. 
Committee felt. 

The information could then be sent to consultants who 
were being asked about building plans, Mr. Lewin said. 
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If, for instance, they favoured a 30-bed obstetric unit 
they could show that it was the considered view of their 
colleagues all over the country. 

The CHAIRMAN said that, in his experience on a 
hospital board, medical views had not been as effective 
as they might during development because they had 
arrived too late. The impact of constructive and 
original ideas for the equipment of hospitals might well 
be considerable. The Ministry’s notes were quite 
detailed on what, for instance, should be in an out- 
patient department, but, so far as he was aware, the 
views of the Joint Consultants Committee or their own 
Committee had not been sought. 

Professor P. C. P. CLoAKE was afraid that planning 
would be based on existing conditions and not on a 
careful study of what the future would bring. In 1939 
a splendid building had been erected in Birmingham, but 
it had been rapidly discovered that, though much study 
had been devoted to the project, the laboratories were 
totally inadequate. The Committee’s studies should 
include principles for new hospitals, and rebuilding, with 
particular reference to the amount of out-patient work, 
which at the moment was greatly underestimated. 
Laboratory buildings would have to be much more 
extensive than had been the case in the past. It might 
be wise to have somebody looking at the overall 
question of the construction of a modern hospital. The 
Ministry had possibly done this so far as possible, but 
he doubted whether it could foresee what was likely to 
happen in the same way as could people who had seen 
new hospitals in various other countries. 

It was agreed that the specialist groups should be 
asked to supply the information sought. 


Child Psychiatric Services 


The Committee considered a report of a subcommittee’ 


of the Psychological Medicine Group Committee on 
child psychiatric services, which the Executive had 
recommended should be referred to the Joint Consul- 
tants Committee. 

Dr. J. B. S. MorGan said that the Public Health 
Committee was not disinterested in this field, and its 
advice might well be sought. Some directors of 
education had tried to deal with this need through the 
school psychology service. The report suggested that 
it should be dealt with in the hospital service. The 
Underwood Committee’s report was a well-balanced 
document and the “ Bible” in this field. The medical 
officer of health stood in between, as it were, the school 
psychology service and the hospital child psychiatrist. 
Both of them could obviously contribute: they were 
complementary. Often much of their work was done 
in the local authority’s health clinic. Two Ministries 
were involved and it might be expedient to allow the 
Public Health Committee to consider this report also. 

Dr. R. Mayon-WuiteE criticized the report as 
offering recommendations that were too broad on 
foundations that were too narrow. As a paediatrician 
he was disappointed that the subcommittee should not 
have thought the time “ripe” to seek paediatric opinion, 
though the Paediatric Association’s report on Psychiatric 
Services for Children had recently been published in the 
Journal (September 10, 1960, p. 795). 

It was indeed true that the Education Department's 
child guidance clinics had pioneered the work in this 
country, and school doctors might very well wish to 
offer their opinions on the subject. In the year in which 


the new Mental Health Act was introduced it was 
lamentable to think that a committee of psychiatrists 
should not have expressed the views of that considerable 
body of child psychiatrists who specialized in the field 
of mental deficiency. Since it was a matter of family 
psychiatry, perhaps the views of family doctors ought 
also to have been sought. 

So far as the recommendations were concerned, Dr. 
Mayon-White thought that training in child psychiatry 
should be narrow and intensive rather than “ broad and 
comprehensive,” and should stem from a good ground- 
ing in the psychology of childhood rather than in “ adult 
psychiatry.” 

Perhaps the time had arrived when the Joint 
Consultants Committee might consider the desirability 
of suggesting to the Ministry the formation of a working 
party to inquire into the present and future state of child 
psychiatry in this country. Such a working party would 
naturally turn for advice to all the bodies interested. 
He would only add that the subcommittee’s report had 
presented those concerned with an opportunity to 
express an opinion on a vitally important subject. 

Dr. K. C. BatLey said the real problem was whether 
child psychiatry should be a health service or an 
educational service. The Underwood report had rather 
supported the latter, and recommended that even parents 
might bring their children direct to the child psychiatrist 
for an opinion. He had always opposed this and 
thought that patients should always be referred to 
consultants by a general practitioner. If that was not 
possible, the staff of the M.O.H. should do so: it should 
be a medical reference. In his own area the public 
health doctors had rejected this, and had agreed that 
cases could be referred from the schools—even from 
the parents. They should ensure that the principle was 
correct. 

Dr. J. VALENTINE said that this was the point which 
influenced the mind of the child psychiatrist. The main 
object of the subcommittee’s report had been to bring 
child psychiatry once more into the field of medicine. 
In not seeking paediatric opinion it had been trying not 
to confuse the main issue. The suggestion—which had 
been rejected—that the term “ child psychiatrist ” should 
be changed to “ family psychiatrist ” had been prompted 
by a wish to emphasize that child psychiatrists were not 
working in this very limited field associated with the 
school. The matter had been brought before the 
Committee previously, and its view, and that of the 
Council, had been that the child psychiatrist should be 
incorporated in the hospital service rather than remain 
isolated. The Ministry accepted the present situation, 
and the subcommittee’s object had been to seek an 
approach to the Ministry on the subject. 

Professor P. C. P. CLOAKE said that the matter might 
be dealt with more satisfactorily if it was placed in the 
hands of a special committee. 

Dr. MorGan said that in some respects the report 
was not quite accurate. In his own centre there were 
two child psychiatrists and they were by no means 
isolated, as the report would suggest. Nine-elevenths 
of their salary was paid by the regional board and two- 
elevenths by the local authority. If the Ministry was 
to be approached, the views of other interested groups 
should first be sought. It would be wrong for one 
section to go forward alone in this way. 

After further discussion, it was agreed that a 


committee, under the chairmanship of Dr. J. D. S. 
Cameron, should be set up. The committee would be 
the responsibility of submitting a 


charged with 
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memorandum on child psychiatry, and would include 
representatives of the Psychological Medicine Group, 
the Public Health Committee, the General Medical 
Services Committee, and paediatricians. 


Identification of Tablets 


The Committee considered a report by a Joint 
Committee of the B.M.A. and the Pharmaceutical 
Society on the identification of tablets. The report 
stated that a scheme for identification would result in 
the National Health Service drug bill being increased 
by several millions a year; higher manufacturing costs 
would affect the ability of the pharmaceutical industry 
to compete in overseas markets; to be effective, the 
scheme would have to be applied to all tablets, for 
whatever purpose, and whether or not they were sold 
to the public; provision would have to be made for 
the marking of all imported tablets ; a central bureau, 
presumably governmental, would be needed to allocate 
identification markings, circulate amendments, etc. ; the 
medical profession, with interested organizations, would 
have to decide on the restrictions, if any, to be placed 
on the distribution of the code ; a period of five years 
would be required for reorganization. 

Dr. S. Noy Scott, chairman of the joint committee, 
said that the idea was technically feasible, but a doctor 
would have to carry a very large tome, to which amend- 
ments would have to be made regularly, and also a 
magnifying-glass. There was always the unmarked 
tablet which might come in from abroad. The principle 
involved was more important than the cost, but the latter 
ran into millions. 

Dr. HAMISH WATSON said that the original A.R.M. 
Resolution had referred to the labelling of containers. 
This alone would be very helpful. 

The CHAIRMAN said that one could not always be 
sure that the tablets in the container were according to 
label. The original tablets might have been replaced. 

Mr. LeEwIN said that much money could be saved 
every year if at least some of the containers could be 
labelled—for instance, some of the commoner drugs. 
Dr. A. J. W. BearD said that a defeatist attitude was 
being adopted towards something that was already being 
done on a large scale. Many manufacturers already 
put their products in suitably marked containers. 
Something could be done to co-ordinate labelling. 

Dr. Noy Scott said that a pharmacist was bound to 
label according to the prescription. Dr. HAMISH WATSON 
replied that it might be more realistic to say that the 
doctor should specify if he did not wish the name of 
the tablets put down. 

Dr. OWEN WILLIAMS said that this was the case with 
hospital preparations. There were three important 
aspects. First, that drugs were all too often discarded 
because their identity was unknown ; secondly, thera- 
peutic confusion ; and, thirdly, safety. If the present 
danger to the public could be shown to be great, the 
cost of an identification scheme and the technical 
difficulty became secondary. Therapeutic confusion 
would be lessened if “ N. P.” were used in every case 
unless otherwise instructed. Alternatively, doctors 
should be impressed with the necessity of indicating 
what treatment they had been giving patients. 

It was decided to recommend to the Standing Pharma- 
ceutical Advisory Committee of the Central Health 
Services Council that, notwithstanding the obvious 
difficulties, the proposal be carried out as far as was 
practicable. 


Work of Joint Consultants Committee 
Study Leave 

The CHAIRMAN reported that the Planning Sub- 
committee had again put before the Ministry the Joint 
Consultants Committee’s views on study leave. The 
Ministry had undertaken to discuss it with senior 
administrative medical officers. 

Professor P. C. P. CLOAKE said it had been emphasized 
that study leave was not a privilege but a necessity for 
everyone in a rapidly advancing field of medicine. They 
had also sought funds which would enable doctors to 
claim travelling or subsistence much more frequently 
than was now possible, and had pointed out that the 
relatively low figures of requests for study leave were 
probably attributable to the conviction that help would 
not be forthcoming. The Ministry had promised to 
obtain more information about what was happening at 
present. 

The CHAIRMAN said that the practice varied greatly 
within regions. In some a fixed amount was allocated 
to a medical committee to distribute. In others the 
committee was of a predominantly lay character. 

Dr. OWEN WILLIAMS, supporting this, said that one 
authority might allow travelling expenses and 
subsistence, but not a legitimate fee for attending a 
conference, while another allowed both. Dr. N. G. C. 
HENDRY thought it important that proposals for the 
improvement of study leave should be definite, and that 
funds should be sought from the Government. One 
might obtain money from a board of management from 
endowment funds, but that was a matter of courtesy and 
depended on individual boards. 

The CHAIRMAN said that the Ministry had not known 
what was happening. It was up to the profession to 
show in what way the present funds were inadequate. 

Dr. CLAYSON said it was not generally appreciated 
that regional boards had complete powers in the matter. 
Their existing funds should be adequate for the purpose, 
but they would not use them. If extra funds were 
obtained it was important to ensure that they were not 
used for other purposes. 

Dr. HaMIsH WATSON said that regional boards in 
Scotland seemed to have much less latitude in the matter 
than those in England. The requirement about attend- 
ance at scientific meetings, for instance, was that one 
had to be invited to deliver a paper. 


Doctors Returning from Overseas 


Dr. E. E. CLaxton, Assistant Secretary, said that since 
the National Health Service had come into operation, 
and ordinary private practice had to all intents and 
purposes ceased so far as newcomers were concerned, 
doctors returning from overseas had been faced with an 
acute problem in finding work. Changes in the Com- 
monwealth had meant that during the past 10 years a 
number of doctors had tried to come back into practice 
in this country. With few exceptions, they had been 
able to obtain employment, but in the majority of cases 
this was not of a kind best suited to their experience 
and training. 

On the other hand, countries that felt politically 
mature were not always medically mature. There was 
a great need for specialists in the developmental work 
that was taking place. They looked first to Britain, and 
then to Europe and America. At present a type of 
medicine different from British medicine was being 
imported. This was serious. In 10 or 15 years these 


eee 
. 
a8 
= 
4 
| 
= 


Marcu 25, 1961 


CENTRAL CONSULTANTS AND SPECIALISTS 


SUPPLEMENT THE 
BRITISH MEDICAL JOURNAL 


countries would have trained some at least of their own 
medical personnel, but there was a considerable oppor- 
tunity for short-term appointments for men who had 
been senior registrars and wished to obtain experience 
and a good deal of clinical work. Career appointments 
overseas seemed to have come to an end. 

The uncertainty in Africa and Asia deterred doctors 
from taking appointments there, even for short periods. 
One could only plan on the assumption that this phase 
would pass. The young doctor who might be tempted 
to go out for 3, 5, or 10 years would not do so, because 
he would return unknown and unlikely to get an appoint- 
ment. If a rehabilitation scheme could be established, 
such men could come back on a supernumerary basis 
and need not necessarily go straight into the service. 
They could use their gratuities or pensions to supplement 
their income, and when they had become au fait with the 
hospital routine would probably be able to obtain an 
appointment. Support was sought for the general idea 
that there should be a way back. It was hoped to 
demonstrate to the Ministry that such a scheme was 
essential to the preservation of British medical prestige 
overseas. 

Dr. Mayon-WHITE asked whether the Ministry and 
the regional boards would favour the idea of a consul- 
tant taking a sabbatical year or two to work abroad in 
his specialty. 

Dr. €LAXTON said that there was certainly provision 
for this to be done. Any established consultant who 
would go abroad for three or five years would find that 
his position would be kept open for him. The B.M.A. 
scholarship could help with out-of-pocket expenses in 
such cases. 

Dr. W. DrumMonp said that most junior men 
returning from overseas could obtain a position as 
registrar in the periphery. The problem was mainly that 
of the registrar or senior registrar returning. 


The CHAIRMAN agreed that fairly senior men had little - 


hope on returning of obtaining consultant posts without 
further training. Theirs was a special and urgent prob- 
lem. There was gréat concern, in Africa especially. 
about the difficulty that would be met if political reasons 
compelled a return to the United Kingdom. 

Mr. A. STAVELEY GouGH said that he did not favour 
the idea of the men being used as general duty officers : 
something a little less nebulous should be sought. If 
men did not get permanent positions the pool might 
become too large—so much so that new men could not 
be absorbed. Also there might be a tendency for the 
least-favoured to remain on the pool. The present 
suggestions seemed to call for a good deal of discussion. 

Dr. CLaxTon said that he could not visualize more 
than three or four men in each region being in such a 
pool. The idea was to give people a start. 

It was agreed that the memorandum should go 
forward to the Joint Consultants Committee and that 
the Chairman be authorized to attend a conference 
called by the Colonial Office and including the B.M.A. 
and the Ministry of Health, which was attempting to 
solve the problem. 


Training Students in Obstetrics 


The Committee had before it the comments of the 
Obstetrics Subcommittee on the recommendations of the 
special committee on the training of medical students 
in obstetrics. 

Mr. I. McCuure, speaking as one who had taught 
obstetrics for 30 years, said that he wished to give his 


blessing to the proposal that more use should be made 
of training facilities at non-teaching hospitals. He said 
this should be urged very strongly. 

An increase in the number of house-officer posts in 
obstetrics, including pre-registration posts, had also been 
recommended. This would be difficult to achieve. 
There was not much point, he said, in bringing someone 
in for a few weeks only. He would not be inclined to 
favour such an appointment unless it was preceded by a 
year of general work. The appointee had a certain 
added responsibility to undertake. General practitioners 
had been taken in residence for two or three weeks in 
a main teaching hospital, and this had proved a great 
help to them. In his experience, the general practi- 
tioners who did the best obstetrics were those who had 
had six months’ postgraduate training in obstetrics. 

Dr. HamisH WATSON said that, by and large, resident 
obstetricians were grossly overworked, and an increase 
in the number of house-officer posts would both end 
long waiting-lists and provide the experience needed. 

The CHAIRMAN pointed out that an increase in the 
number of obstetric posts might have an impact on 
other house-officer posts, which were difficult to fill. 
This was probably in the minds of some boards. 

It was agreed that Professor G. I. Strachan and Mr. 
I. McClure be invited to attend the further consideration 
of the subcommittee’s comments by the General 
Medical Services Committee. 


Postgraduate Hospital Experience 

The Committee considered a report that the Hospital 
Junior Staffs Group Council supported a resolution of 
the Junior Members’ Forum that regional hospital 
boards be encouraged to establish more appointments 
rotating between specialties such as otorhinolaryngology, 
dermatology, and ophthalmology for doctors intending 
to enter general practice. 

Dr. HaMISH WATSON said that only the Ophthalmic 
Group had opposed the suggestion for posts of six 
months’ duration, during which this rotation should 
occur. It had suggested that a period of less than six 
months in ophthalmology would be of little use to either 
the hospital or the young doctor. He could not believe 
that two months’ work in such a department would not 
be of value, 

Professor CLOAKE said an alternative might be to 
appoint a _ person. simultaneously to the _ three 
specialties for six months. Mr. Lewin said that there 
was a case for suggesting the provision of additional 
training posts. If junior doctors rotated too quickly, 
the levels of treatment could suffer. 

The CHAIRMAN expressed the view that few regional 
boards would favour rotating training posts. Perhaps 
the Ophthalmic Group would consider the matter further. 

The proposal was given general approval. 


Junior Members’ Forum 

The Committee considered a report that the Hospital 
Junior Staffs Group Executive Committee was concerned 
about a proposal to appoint a representative of the 
Junior Members’ Forum to serve on the Council, in that 
it might create the dangerous precedent that he would 
be thought to speak for the Group. It asked that the 
Council be informed that, in the event of such an 
appointment, it would dissociate itself from the arrange- 
ment, and wish its representations to be voiced through 
the Chairman of the Central Consultants and Specialists. 
Committee. 
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Dr. HamisH Watson, amplifying the views of the 
Hospital Junior Staffs Group, said that it would not 
oppose such an appointment but wished it to be clear 
that the appointee could not speak for their Group. 

The Committee agreed to the request of the Group. 


Central Consultants and Specialists Committee 
(Scotland) 


Dr. CLayson, Chairman of the Central Consultants 
and Specialists Committee (Scotland), in presenting his 
Committee’s annual report, amplified the reference in 
it to work study. He said that a subcommittee 
had been set up to discuss it in relation particularly to 
medical departments in hospitals. It had drawn up a list 
of safeguards: full prior consultation with the staff 
involved ; complete protection of the privacy between 
doctor and patient; work-study officers must not be 
present during consultations, ward rounds, or in operat- 
ing theatres ; and the officers must discuss their profes- 
sional recommendations with the medical staff before 
submission to the hospital authority, so that points of 
disagreement could be rectified. When agreement was 
not possible, a separate report by the medical staff must 
also be issued to the hospital authority. 

Dr. H. A. Kipp said that at St. Helier two work-study 
officers had come into the theatre and afterwards 
provided a most valuable report which had permitted 
reorganization of theatre work and a saving of staff and 
money. He thought there need be no fear of betrayal 
of professional confidence. 

The report was received. 


MEDICAL TEACHERS AND RESEARCH 
WORKERS GROUP COMMITTEE 


A meeting of the Full-time Non-professorial Medical 
Teachers and Research Workers Group Committee of 
the B.M.A. was held at B.M.A. House on March 10. 
Dr. K. ZINNEMANN was elected Chairman of the 
Committee. 


Retrospective Payments to Medical University Staff 


Strong criticism was voiced concerning the fact that 
retrospective payments for university teachers would 
apply from January 1, 1960, compared with those for 
hospital medical staff, which were to apply from 
March 1, 1957. It was described as discriminatory and 
amounting to a gross injustice. 

The CHAIRMAN added that they did not stand alone 
on this. The Association of University Teachers had 
recommended, before the new scales were published, 
that retrospective pay to 1957 should be given to clinical 
teachers. The feeling was growing that there was a 
marked shortage of doctors in the country in any event, 
and the present action would not strengthen the position 
of clinical teaching. 

Dr. M. M. BuLt (Cambridge) said that in 1949, when 
the new scales had come in after the Spens Report, 
the antedating for clinical teachers had been longer than 
that for other university teachers. This had not occurred 
since. One might ask why, in the case of the Pilkington 
report, it had not been considered. 

The CHAIRMAN said that, in his own experience, certain 
people who had changed over to joint appointments 
were now very sorry that they had not joined the N.H.S. 
earlier. They had lost several hundred pounds as a 


result of not doing so. Similarly, some people holding 
university appointments, especially in psychiatry, 
regretted that they had accepted them. It could not 
fail to have an adverse effect on recruitment. Juniors 
would certainly be advised not to take up university 
appointments. 

Mr. N. S. Ctark (Aberdeen) moved that the 
Committee should recommend the Council to approach 
the University Grants Committee again, expressing 
grave dissatisfaction with the differing treatment afforded 
university teachers and N.HL.S. consultants and asking 
whether something could be done to put matters right. 

The motion was carried unanimously. 


Remuneration of Full-time University Medical 
Teachers 


The Committee considered a report that the Central 
Consultants and Specialists Committee had deferred 
consideration of the Group Committee’s recommenda- 
tion—that advertisements for university medical teaching 
appointments should not be accepted—pending the 
outcome of the proposed meeting with the Vice- 
Chancellors Committee. 

Dr. D. C. Roperts (Imperial Cancer Research Fund) 
said that it was clearly the policy of the Association that 
advertisements offering salaries below the B.M.A. 
recommended scale for medical teachers and research 
workers should not be accepted. 

Dr. P. O. Yates (Manchester) said that such action 
would certainly be justified in the case of Cambridge, 
where the salaries offered were very much out of line 
with those offered at other universities, and Dr. D. N. 
WALDER (Newcastle) asked whether there were any 
extenuating circumstances at Cambridge. Could 
lecturers derive income from other sources ? ‘ 

Dr. BULL said that the position had been summarized 
very well indeed in a leading article in the B.MJ. of 
November 26, 1960 (p. 1579). He had brought out the 
point that Cambridge favoured a flat salary scale at 
university level. It was recognized that lecturers in all 
subjects could earn money from other sources. Those 
in arts faculties, for instance, had more time available 
for college appointments and extra teaching. College 
appointments, fellowships of colleges, and college officers 
such as tutors enjoyed extra pay, but to a certain extent 
this was deducted from the university stipend. A tutor 
had to work extra evenings and was on call somewhat 
like a housemaster. In arts faculties one could more 
readily accept these extra tasks—or perhaps prefer to 
appear on television or write books, etc. At Cambridge 
one could also earn by examining, though the remunera- 
tion was not large. In the pathology department many 
members could be fellows of colleges and hold college 
office. By dint of hard work, they could probably 
earn as much as some of their colleagues in other 
universities. 

The basic idea at Cambridge was that the medical 
school would be expanded. A new hospital was being 
built, and it was plain that those who had to deal with 
patients would not have time to be effective college 
office holders, tutors, etc. They would be writing up 
their papers in the evenings, and fully occupied during 
the day seeing patients. Therefore, those in the clinical 
departments at the lecturer and reader level would suffer 
more than anyone else. The geographical facts were 
also interesting. The new hospital was being built 
about three miles from the centre of the university. If 
some of those who worked there were made fellows 
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of colleges, they would receive about £50 a year, but 
would probably spend that on being fellows. 

It might be suggested that they could surely obtain 
extra income by attending private patients—just as a 
professor of pharmacology might be paid for advising a 
drug firm, or a professor of engineering for advising a 
firm of building contractors, or a professor of physics 
for advising Harwell—but the basic idea was that the 
level of stipend should be the same, so that there would 
be no ill will. In short, there were extra payments at 
Cambridge, but they were limited. 

Referring to the new salary scales in operation at 
universities in Great Britain and Northern Ireland, Dr. 
W. K. MetTcALF (Bristol) said that the scale for the 
preclinical professor at Bristol was £2,600—-£3,600 and 
that for the clinical professor £2,800—-£3,900. In many 
other universities it was specifically provided that the 
professors were on a common annual increment. In 
Bristol this was not so. The position could be reviewed 
from time to time by a committee. Very few were in 
fact receiving the maximum. A salary could be fixed 
at any given figure within the range. 

Dr. K. McCartuy (Liverpool) said that the scales, 
in relation to the B.M.A. figures, were all completely 
unacceptable. , 

Dr. CLARK said that it was difficult to decide what 
was satisfactory for a lecturer because of the tendency 
to equate him with the registrar and senior registrar. 

Dr. P. E. BRown (Sheffield) said that the positions 
of senior registrar and registrar were training posts. 
Lecturers were not, in any university, and it was 
pointless to equate the two. 

The CHAIRMAN said that this had been a natural 
consequence of the decision to try to equate with grades 
in the N.H.S. 

Dr. D. DexTeR (South-west Metropolitan) said that 


on a previous occasion when this problem had been _ 


raised he had mentioned two points of dissatisfaction. 
One was that the annual increment for the posts 
indicated was £100 per annum, which contrasted badly 
with the N.H.S. scales in some of the higher ranges. 
The second was that if there were two men in similar 
positions and one had had his rise in September, 1959, 
with the other due to receive it in January, 1960, the 
first man might get £100 a year more by way of incre- 
mental rise and be one jump ahead of his colleague who 
was a little junior. 

So far as the London University was concerned, both 
fears had proved false. The annual increment of a 
lecturer who went in at the lowest level, £1,350, was 
stated to be £100, but in fact it was £150, £100, £150, 
£100, £150, £100. The same was true of senior lecturers. 
In short, the salary increments approached those in the 
N.H.S. much more closely than appeared at first sight. 
The man who had just missed receiving £100 increment 
when the new scales were brought in received it when 
he moved to the salary at which he would have got it. 

Dr. J. Ives (Glasgow) said that the biggest differences 
between university and B.M.A. figures were to be found 
in the preclinical scales, where the top salary for a 
lecturer or senior lecturer was £1,000 or more below that 
of a professor. 

The CHAIRMAN said that in 1957 the percentage 
differential for readers and senior lecturers in preclinical 
subjects varied from 3 to 27% ; with the new scales it 
varied from 27 to 35%. For the lecturer the figures 
in 1957 were 5-27%. They were now 10-22%—very 


.explanation. 


much the same. At the administrator or assistant 
lecturer level the figures were 7-9%. They were now 
18-21%. The policy of the A.U.T. over the years had, 
of course, been to have as little differential as possible. 
The Committee, in the course of further discussion, 
expressed its general dissatisfaction with the scales. 


Salary Crisis in Cambridge 

Dr. YaATEs proposed the following motion: 

That this Committee deplores the salary scales imple- 
mented in the various universities, which do not approach, 
in many respects, those recommended by the B.M.A. as 
its policy, and recommends that the Council consider that 
in certain cases—for example, Cambridge University—the 
scales fall so far below those applied in other universities 
that advertisements for clinical posts be not accepted for 
publication in the British Medical Journal. 

Dr. BULL said that the Council should certainly be 
asked to take note of the situation at Cambridge, and, 
if it be so minded, draw attention to the effect on medical 
teaching in this country. He seconded the motion. 

the motion was carried. 


CAR-PARKING IN LONDON 


At its meeting on March 8, the Private Practice 
Committee had further information about the facilities 
for doctors parking cars in London that the B.M.A. has 
arranged with the authorities. They are as follows. 


Kerb-side Parking Spaces 


A general practitioner with a surgery in a metered zone 
may apply to the local authority for a reserved parking 
space to be marked out in the road outside his surgery, 
provided there is no off-street parking accommodation within 
a reasonable distance at which his car can be made easily 
accessible. Application should be made to the town clerk 
giving reasons why no local garage is suitable, and the 
concession, where granted, will be dependent upon no 
suitable off-street parking accommodation becoming avail- 
able in the meantime. The concession is limited to surgeries 
which are within a metered zone. General practitioners 
experiencing difficulties outside metered zones as a result of 
access to surgeries being obstructed by parked cars, should 
apply to the local superintendent of police for assistance. 


Excess Charges at Meters 


When a practising doctor incurs an excess charge at a 
meter through some unexpected medical contingency he 
should send the excess-charge ticket to the address given on 
the ticket, together with a suitable letter of explanation. In 
such cases the excess charge will generally be waived. 

An approach has been made to certain local authorities 
to obtain exemption from excess charges for certain 
specialists at meters outside their consulting-rooms. Any 
specialist who is interested in obtaining such a concession 
should apply to B.M.A. House. This concession, where 
granted, will be dependent upon there being no suitable 
off-street parking accommodation available. Specialists 
practising in the Harley Street area (Marylebone Zone 2) 
and in St. Pancras have already been circularized about this 
concession. 

When Meter Not Available 


When a doctor is compelled to park other than at a meter 
in order to obtain access to his patient he may receive a 
ticket from a warden or police officer. He should send the 
ticket to the address given on it, together with a letter of 
Where parking other than at a meter is 
inevitable every care must be taken to park in a place 
which causes the minimum of obstruction. 
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Special Car-parking Badge 
Concessions are dependent upon the display of the special 
car-parking badge issued by the Association. Metropolitan 
police officers and traffic wardens know this badge, and 
application forms may be obtained from B.M.A. House. 
The badge will also enable the police to contact a doctor 
whose car is causing an obstruction before it need be towed 
away. The police do not, however, undertake to contact a 

doctor bcfore deciding to issue a summons. 


Abuse of Concessions 


These concessions have been obtained solely by reason of 
the liability of doctors to be called to cases of emergency. 
They are of a temporary nature and their continuation will 
be dependent largely on their not being abused in any way. 


LOCAL AUTHORITY HEALTH AND 
WELFARE SERVICES 


All local health and welfare authorities have been asked 
by the Minister of Health to review the organization and 
staffing of their health and welfare departments in the light 
of the recommendations of the Younghusband report on 
the recruitment and training of social workers (Journal, 
May 30, 1959. p. 1399). The Minister commends the 
report’s recommendations as particularly opportune now 
that local authorities are developing their health and welfare 
services for the mentally disordered. 

The Government is to introduce legislation to set up a 
national council for social work training and a separate but 
associated council for the training of health visitors. Sir 
John Wolfenden has agreed to accept the chairmanship of 
the councils. 

The Younghusband report recommended systematic train- 
ing on general rather than specialized lines to equip social 
workers to deal with varied types of cases. Pioneer courses 
on these lines are to begin in the autumn at education 
colleges in London, Birmingham, and Liverpool. 

The Minister suggests to local authorities that they might 
now consider combining some of the duties of social workers 
without prejudicing the special interests of the various 
classes of handicapped persons and also consider ways of 
still further improving the services for the blind and of 
bringing the deaf more closely in touch with the community. 
He suggests that part-time workers, particularly trained 
married social workers, might be recruited and that staff in 
the new grade of welfare assistant, proposed in the report, 
should be employed to relieve social workers of straight- 
forward tasks. The experience of more highly trained social 
workers might be reserved for personal case-work services 
for persons needing the most skilled help and to act as 
advisers and consultants. So far as possible, social workers 
should be relieved of inappropriate duties, and be provided 
with clerical assistance, transport, telephone, and facilities 
for confidential interviewing. 


“Obligations are necessary corollaries of rights, and here, by 
the mature of things, medical organizations are heavily committed. 
Medicine is too precious to be the plaything of any selfish 
interests, and we are its guardians. If we insist that others respect 
it, all the more must we do so. It is proper, and not to be 
wondered at, that laws which control the practice of medicine, 
at least in most free countries, have been brought into being and 
are generally approved by those who are themselves the ones most 
restricted and governed by those laws. A medical organization 
that accepts its broad responsibility to medicine will find its 
detailed obligations clear enough, and compelling enough, though 
not always easy to assume. ... If we are not the guardians of 
medicine at its best, who else will guard it? We are neither the 
angels nor the demons of the popular picture, but ordinary people 
with a trust to keep.” (From an article in World Medical Journal, 
January, 1961, on “ The Rights and Obligations of Medical 
Organizations,” by Dr. Ronald Winton, Editor of the Medical 
Journal of Australia.) 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


B.M.A. Subscription 


Sir,—I was rather surprised to receive the letter from 
Dr. S. Wand and Mr. L. D. Callander about the proposed 
increase in subscriptions. I note that the Council requires 
fluid reserves for “ manceuvre.” I also note from the last 
published balance sheet (Supplement, April 23, 1960, p. 230) 
that our valuation of properties is over £1,000.000 and that 
there are various investments of nearly £300,000. These 
surely would warrant overdraft facilities at any time. 

With a membership of 75,000, the proposed increase of 
two guineas will give an enormous amount of fluid reserve 
and, presumably, will be decanted into further stocks, 
Government securities, and premises, which will need a 
further increase in subscriptions shortly. I feel that the 
Council! should take us into its confidence and state just 
why they want this adequate fluid reserve. I am sure that 
many other members will agree with me.—I am, etc., 


MATTHEW M. GaRREY. 


Public Health Salaries 


Sir,—Your publication in the Supplement of February 4 
(p. 33) with regard to public health salaries made some 
astonishing reading. I think we would all agree that doctors 
in the public health service have had the best reasons for 
feeling disgruntled about their remuneration. and of those 
doctors the assistant medical officers are those most badly 
served: and how misleading are the percentages shown in 
the Journal. 

We read that the new scale for assistant medical officers 
is £1,295 to £1,845, an increase at the maximum of 60.4% 
over the 1951 salary, which was £850 to £1,150. No mention 
is made of the fact that this 1951 figure was so deplorable 
that a revision was sought and the Industrial Court awarded 
a maximum salary of £1,300. On this amended figure the 
assistants have received only a 42% increase and not 69.4%, 
whereas all the other groups of doctors in the public health 
service have received 50.2% increase. 

Although the members of the Staff Side of Committee C 
knew there was a similar percentage unfairness in the 1959 
published tables, the same type of error appears again. Now 
we are told that it is open to the Staff Side to submit its 
detailed claim afre:h in the future, either in its present form 
or with modification. Also, in your annotation (February 4, 
p. 348) we read: “ They are’ not in answer to the original 
claim, on which negotiations may still continue... .” 
Note the “ may still continue "—all of which seems so very 
vague. 

I fully realize that the members of the Staff Side of 
Committee C have had a hard and often unrewarding task, 
but nothing will be achieved without a continuing and 
vigorous struggle to secure the financial recognition that is 
the right of all doctors in the public health service. Is it 
too much to ask that they begin now to make efforts to 
amend the injustice to the assistant medical officers who have 
been, in effect, down-graded? Above all, they must con- 
tinue to fight for the recognition of the principle that the 
pay of the public health doctors should be related to that 
of other doctors in the National Health Service.—I am, etc.. 

London S.W.11. G. STABLEFORTH. 


National Service Medical Officers’ Pay 


Sir,—Not all National Service doctors can have been so 
fortunate as Dr. M. Allen (March 11, p. 86) in gaining such 
good, invaluable experience while in H.M. Forces, otherwise 
I am sure they would have expressed their sentiments long 
before now. It is merely befogging the issue to allude to 
National Service under wartime conditions. Such occasion 
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existed between 16 and 22 years ago, when the present 
generation of recently qualified men were still at school. 

These doctors are anxious to secure recognition of their 
pay claim, since, as National Service doctors, their pay has 
increased by only 11% during the past 13 years, while a 
junior house officer’s salary has risen by 91% in the 
National Health Service in the same period. 

It is regrettable that Dr. M. Allen feels bound to speak 
out on this matter against his fellow officers, whose need 
for “a few extra pounds” may be greater and who 
anxiously await a decision here. I am sure that it is not 
insignificant that the Council of the British Medical 
Association has carefully considered the pay position of 
doctors holding National Service commissions in the armed 
Forces and has moved its powerful machinery to protest to 
the Ministry of Defence (January 7, p. 1), All National 
Service doctors, past and present, must give this matter their 
loyal support.—I am, etc., 


London S.E.18. MICHAEL G. KIELTY. 


Sm,—I think Dr. Michael Allen (March 11, p. 86) has 
rather missed the point. 1 have no complaint with National 
Service as such; in fact, I enjoyed my two years and am 
grateful for the experience it gave me. Further, I recognize 
my debt to those who served during the war while I was 
safely at school. But I still feel that, in a time of unpre- 
cedented peacetime conscription with unexampled (we are 
told) national prosperity, the claim is a fair one and should 
be pursued to the hilt.—I am, etc., 


Portsmouth. JOHN MAINWARING. 


Retrospective Payments for Hospital Medical Staff 


Sir,—Mr. H. H. Langston insists (February 25, p. 63) 
that the distribution “faithfully reflects the different 
percentage increases for different grades that were recom- 
mended by the Royal Commission.” I agree that with one 
exception this is so. The exception is the huge consultant 
grade with its 8,045 practitioners enjoying salaries (in 1957) 
from £1,800 to £5,300. The Royal Commission scale 
expands from £2,550 to £6,900. (I have omitted the new 
“super” consultant as he was not involved in the 
calculations.) 

The percentage increases at the top are thus 30.1%, 28.4%, 
and 29.1% for our distinguished consultants, and 25.8% for 
our most senior undistinguished. Practitioners lower down the 
scale have varying smaller percentages. This is the grade, 
and the sole purpose ‘of the formula presented to us last 
autumn (Supplement, August 27, 1960, p. 77) was to produce 
a “percentage” for the entire grade, or so we believed. 
The results column should therefore show total payments 
for each practitioner in the very same proportions as his 
earnings in 1957, 1958, and 1959. For example, the man 

4, 


54.55 
at the top should receive for 195735 55 x that of the mature 


consultant without award, and so on. We are told that the 
gross payment to the latter consultant is to be £405. Very 
roughly the payments to the As, Bs, and Cs should therefore 
be £700, £600, and £500 if the scheme followed the rules. 
In actual fact the results columns show the figures to be 
£1,656, £1,098, and £813. 

What has happened? I am advised by B.M.A. House 
that the Royal Commission is “ gospel” in this distribution. 
Let us therefore take a good look at the Royal Commission’s 
report. Account should be taken of the interim increases 
(para. 397); fair enough. Correct for the gross interim 
payments not paid during 1957 to 1959. After correction, 
the top payments look rather more respectable: £1,100 (A), 
£800 (B), and £600 (C) (to the nearest hundred), but it still 
seems that our 2,776 award-holders are to receive almost 
£4m. in over-payments. We must look further. The results 
columns place the merit awards separately at the top. Odd! 
Grades within grades ? 

Looking back at that sketchy technical outline of the 
distribution scheme (“extremely fair and reasonable”) in 
the Working Party’s report, we observe two vague references 


to our distinguished men. Last autumn these meant precisely 
nothing. Now, looking back, with the results before us, 
there is just a suggestion that these chaps might be dealt 
with in some peculiar way. But the final paragraph refers 
again to “each grade.” Perhaps a merit award is a grade ? 
Surely not! We never meet Dr. Merit Award. “He” does 
no work. “He” is purely cash earned by one-third of our 
consultants. We have heard of the merit-award holder, of 
course, but one never meets him officially. He is just one 
of the 8,045 in the grade doing a routine job of work like 
the rest of us. The Royal Commission is very emphatic 
about this. ‘Awards are thus simply a part of remunera- 
tion” (Royal Commission report, paragraph 214). Whatever 
the Royal Commission may say, it is an undisputed fact that 
part of the salary of our top consultants was chopped off 
and sent through the mincing machine independently and 
undiluted. Three new “ grades” were created for the sole 
purpose of calculating the retrospective payments of these 
consultants. 

Having removed the cash awards from the consultant 
pool, the two to three thousand undistinguished, mature 
consultants, now at the very top of the shortened ladder, 
are left to hold the baby. The rich uncles have deserted 
and the undistinguished consultants’ respectable percentage 
increase of 25.8% is diluted by the hungry thousands lower 
down. Our senior men in the non-teaching hospitals thus 
come out of it with substantially less than a registrar and 
little more than a houseman. 

But serious trouble ahead for our most distinguished men 
of all (the As and the Bs). The mincing machine does not 
take kindly to the Royal Commission percentage increases 
of 20% and 16.6% on their awards and prefers to go to 
town on the Cs’ 50%. What can be done about this ? Swipe 
£300 and £200 from the basic end of the salary and transfer 
it to the merit award end so that the percentages become 
36% and 34%. In other words, the cash abated from the 
basic salary in 1954 (Royal Commission report, Appendix B, 
p. 300, column 8) is regarded for the purpose of this scheme 
as money abated from the merit awards. 

All the evidence given to the Royal Commission by the 
B.M.A., the Joint Consultants Committee, and the C.C. and 
S. Committee maintained that the A and B awards were 
£2,500 and £1,500 respectively. And this is a fact. The 
Royal Commission increased these awards by £500 (20%) 
and £250 (16.6%). 1 have worked out another sum per- 
mitting full compensation for the money abated in 1954. 
After full allowance for this and for the interim payments 
there is still an overall overpayment of between £400,000 
and £500,000. 

The distribution of this £9m. has obviously been quite 
farcical. These payments to our top men have been 
calculated only by betraying vitally important passages in 
the report. I think in all the circumstances there is a 
perfectly sound case for holding back the payments (on the 
awards only) until it is abundantly clear that they are indeed 
“extremely fair and reasonable.” Something between 
£500,000 and £750,000 would seem to be involved, and 
I think the money could be used for a better purpose. It 
would be best invested and the interest used to pay for 
professional negotiators for all time. It seems that the 
Working Party had not bothered to read the Royal Com- 
mission’s report, and this, of course, would explain away 
the remarkable payments.—I am, etc., 


Hull. K. W. BEETHAM. 


Revised Terms of Maternity Service 


Stir,—Your correspondents have mentioned the dangers 
implicit in Ministerial direction of maternity medical care. 
None, however, have mentioned the fallacies—and the 
subsequent financial penalization of doctors—which have 
existed since the inception of the National Health Service. 
I would mention just two. 

What constitutes the 36th week of pregnancy ? As form 
E.C. 24 does not require the date of the patient’s last 
menstrual period to be given, the 36th week must be 
calculated back from the date of confinement, a fallacious 
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premise in the case of women whose pregnancy lasts for 
more than 40 weeks. (In 1960, of 58 patients who were 
booked for hospital confinement and who said that they 
were sure of their dates, 17 were delivered a week or more 
after the calculated date of delivery.) Are we to be told. 
by clerks, that in these cases we have not carried out an 
examination at the 34th and 36th weeks ? 

Patients booked for home confinement occasionally default. 
After we have written to them and they have been followed 
up by the midwife or health visitor, who tells them to come 
to the surgery, we surely have fulfilled our part. Yet if 
these patients are not seen at the statutory times full pay- 
ment will not be made. This is all the more galling if the 
patient, having been found to be anaemic in early pregnancy, 
has attended for iron injections on several occasions or 
develops complications in labour and requires more attention 
than she would have required with an uncomplicated 
delivery. 

Many doctors have criticized the recommendations of the 
Cranbrooke Committee, but I feel that these recommenda- 
tions are more reasonable than the conditions now imposed 
upon us. The committee says “ We consider it unnecessary 
to define precisely the content of ante-natal care . . .” (para. 
211, referring to G.P. obstetricians). We must be realistic 
and appreciate that if we are to have a competent maternity 
medical service certain criteria are necessary for doctors on 
the obstetric list, and those suggested by the Cranbrooke 
Committee are preferable to the conditions now imposed 
upon us by a “ package deal.” These conditions will not 
per se improve the standard of antenatal and post-natal 
care.—I am, etc., 


Liverpool 18. MERVYN GOODMAN. 


Association Notices 


C. H. MILBURN PRIZE, 1961 
The Council of the British Medical Association is prepared 
to consider the award of the C. H. Milburn prize for the 
year 1961. The prize, of £100 in value, will be awarded on 
the recommendation of judges appointed by the Council 
for an essay or study on the subject of medical jurisprudence 
and/or forensic medicine. 

Any medical practitioner registered in the British 
Commonwealth or the Republic of Ireland is eligible to 
compete. No essay or study that has previously been 
published in the medical press or elsewhere will be 
considered eligible for the prize. If any question arises in 
reference to the eligibility of a candidate or the admissibility 
of an entry, the decision of the Council shall be final. 
Should the appointed judges report to the Council that they 
consider that no entry submitted is of sufficient merit, the 
prize will not be awarded for 1961. 

Each entry. which must be typewritten or printed in the 
English language, should be unsigned, but accompanied 
by a note of the candidate’s name and address. It is 
suggested that entries should not exceed 10,000 words. 
Preliminary notice of entry for this prize is required on a 
form of application to be obtained from the Secretary. 
Entries must be sent to the Secretary. British Medical 
Association, B.M.A. House, Tavistock Square, London 
W.C.1, not later than October 31, 1961. Inquiries concerning 
the prize should be addressed to the Secretary. 

D. P. STEVENSON, 
Secretary. 


Diary of Central Meetings 
MaArcH 


28 Tues. Financial Advisory Committee, 11 a.m. 

28 Tues. Executive Subcommittee on Alternative Schemes, 
Amending Acts Committee, 2 p.m. 

29 Wed. ee Side, Committee C, Medical Whitley Council, 

p.m 

29 Wed. Finance Committee, 4 p.m. 

30 Thurs. Medical Services Review Evidence Subcommittee, 
G.M.S. Committee, 2 p.m. 


APRIL 


6 Thurs. Medical Staffing Subcommittee, Central Consul- 
tants and Specialists Committee, 11.30 a.m. 

10 Mon. Joint Committee on Medical Evidence in Courts 
of Law, 11 a.m. 

12 Wed. H.J.S. Group Executive Committee, 11 a.m. 

12 Wed. ~ itals Subcommittee, G.M.S. Committee, 

a.m, 
19 Wed. a. Acts Committee, 2 p.m. 
G.M.S. Committee, 10.30 a.m. . 

20 Thurs. Central Consultants and Specialists Committee, 
special meeting, 2 p.m. 

20 Thurs. International Relations Committee, 2 p.m. 


21 Fri. Infants’ Preparations Panel, 11 a.m. 

21° ‘Fri. Overseas Committee, 2 p.m. 

24 Mon. i. Consultants Committee, special meeting, 
30 p.m. 


20 Thurs. Executive Committee of British Supporting Group 
for the World Medical Association, 4 p.m. 
Annual General Meeting of British Supporting 
Group of W.M.A., 5 p.m. 


JULY 
17 Mon. Annual Representative Meeting (at Sheffield), 


10 a.m. 
18 Tues. Council (at Sheffield), 9 a.m. 
18 Tues. Annual Representative Meeting (at Sheffield), 


10 a.m. 

19 Wed. — Representative Meeting (at Sheffield), 
.30 a.m. 

20 Thurs. — Representative Meeting (at Sheffield), 
.30 a.m. 


20 Thurs. Council (at Sheffield) (at conclusion of A.R.M.). 
20 Thurs. Adjourned Annual General Meeting and Walter 
eo Horne Memorial Lecture (at Sheffield), 

.15 p.m. 


Branch and Division Meetings to be Held 


Honorary Secretaries of Branches and Divisions are asked 
to send notices of meetings to the Editor at least 14 days 
before they are to be held. 


_ BARNSTAPLE Division.—At Ilfracombe and District Tyrell Hos- 
pital, Wednesday, March 29, 7.30 p.m., supper; 8.30 p.m., clinical 
meeting. 

_ CAMBERWELL Division.—At South-east London General Prac- 
titioner Centre, St. Mary’s Road, London S.E., Tuesday, March 
28, 8.30 p.m., annual general meeting. 

Doncaster Division.—At Ivanhoe Hotel, Sprotborough, Tues- 
pl March 28, 8 p.m., film show, jointly with Doncaster Medical 

ociety. 

EasTBOURNE Dyivision.—At Burlington Hotel, Eastbourne, 
Tuesday, March 28, 8.30 p.m., address by Mr. Jameson, of 
Hastings Wine Club, on White Wines, followed by a “ Tasting.” 

East DENBIGH AND FLINT Division.—At Wynnstay Arms Hotel, 
Wrexham, Thursday, March 30, 7.30 for 8 p.m., meeting in con- 
junction with Wrexham and District Clinical Society. Dinner, 
followed by B.M.A. Lecture by Professor A. V. Neale: “ Lives 
of Some Great Men” (touching on paediatrics and obstetrics— 
illustrated by slides). 

FINCHLEY Division.—At Gymnasium, Finchley Memorial Hos- 
pital, Granville Road, N. Finchiey, N., ie gs March 28, 8.30 
for 8.45 p.m., B.M.A. Lecture by Mr. A, Dickson Wright: 
“Operations of Historical Interest.” Members of Barnet and 
Hendon Divisions are invited. 

Gtossop Diviston.—At Pack Horse Hotel, Hayfield, Wednes- 
~<day, March 29, 8.15 for 8.45 p.m., dinner. ] 

Grimssy Drivision.—At Nurses’ Hall, Scartho Road Hospital, 
Grimsby, Tuesday, March 28, 9 p.m., B.M.A. Lecture by Mr. 
Robert Fabian: “ Behind the Scenes at Scotland Yard.” ; 

LAMBETH AND SOUTHWARK Division.—At Lambeth Hospital, 
Brook Drive, Kennington Road, London S.E., Tuesday, March 28, 
8.15 p.m., Dr. B. D. R. Wilson: “Some Recent Advances in 
Paediatrics.” Discussion and questions will follow. 

NortuH-cast Essex Diviston.—At Albert Hotel, 
Avenue, Colchester, Tuesday, March 28, 8 for 8.30 p.m., A.G.M. 

ScUNTHORPE Diviston—At Scunthorpe War Memorial Hos- 
pital, Tuesday, April 6, 8.30 p.m., Professor Andrew W. Kay: 
“* The Sequelae of Peptic Ulcer Surgery.” 


Branch and Division Officers Elected 

BARNET Division.—Chairman, Dr. J. F. Buchan. Vice-chair- 
man, Dr. L. Vinegrad. Honorary Secretary and Treasurer, Dr. 
R. Clark. 

IsLE OF MAN BRANCH.—President, Dr. R. B. Jones. President- 
elect, Dr. W. M. Robertson. Honorary Secretary and Treasurer, 

.S. V. Cullen. 
J. E. Phillips has succeeded 
Dr. J. Leahy Taylor as Honorary Secretary. 4 

Division.—Chairman, Mr. R. P. Cumming. Vice- 
chairman, Dr, J. A. Hunter. Honorary Secretary and Treasurer, 
Dr. S. A. B. Black. 
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